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ABSTRACT 
Background: Older adults, 65 and older, are one of the largest growing unique population 
groups in the United States, comprising 15% of the population of Southern Nevada. Medical 
advances have allowed people to live longer, experience improved sexual health outcomes, and 
maintain a better quality of life. Medicare provides healthcare for most people over 65, but some 
people may not feel comfortable talking with their doctor or are not aware that Medicare-covered 
these services.  
Objective: The purpose of this study is to explore the sexual behaviors of older adults age 65 
years or older in Southern Nevada, examine the protective and risk factors related to sexual 
health, and identify the sexual health educational needs.   
Methods: A total of 234 anonymous surveys were collected in paper or digital format from 
Southern Nevadans 65 and older. 
 Results: The research data reveals 43.7% of respondents reported no sexual partners in the past 
12 months. Only 34.4% reported having recent sexual intercourse in the past four weeks. A wide 
variety of sexual behaviors were reported, including self-pleasuring, sexting, non-monogamous 
relationships and bondage, dominance, sadism, and masochism (BDSM) behaviors. A total of 
61.5% reported feeling comfortable talking to their doctors about sexual health issues, while only 
31% reported having a doctor ask them about sexual health. Older adults also reported wanting 
to learn about sex and disability, as well as dating and other sexual communication topics.  
Conclusion: This exploratory research provides insight into a part of the population which have 




professionals to be addressing sexual health education topics with their older adult patients to 
improve their quality of life.  
Keywords: aging and sexuality, sexuality education, sexual health, older adults, sexual 
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CHAPTER ONE. INTRODUCTION 
Background and Significance 
 Sexual health and sexuality education is a subject that is often taught to young people, 
helping them understand the physical and psychological changes their bodies go through during 
puberty and sexual maturity. Teaching about sexual health, Sexually Transmitted Infections 
(STI), and healthy relationships can lead to better health outcomes for young people, but this 
important information is often not reinforced as people age. This lack of public health knowledge 
can lead to risky sexual behaviors.  
As humans, we have two times in our life when our bodies and hormones change: 
puberty (a transition into sexual maturity and fertility) and hypogonadism (also known as 
menopause or andropause) a transition when fertility declines or ends. Hypogonadism is a 
scientific term that refers to a clinical syndrome that affects humans caused by androgen 
(testosterone) or estrogen deficiency, which may adversely affect multiple organ functions 
related to sexual health and overall quality of life (Singh, 2013).  This transition into late on-set 
hypogonadism and infertility can be as physically and psychologically challenging as puberty, 
but there has not been a push to create sexual health programs targeted to assist older adults in 
the navigation of their aging bodies and sexual selves. Health throughout the lifespan is an 
important element of public health and sexuality education; therefore, sexual health information 
should be available throughout the whole lifespan.  
Sexual health is defined by the World Health Organization as “… a state of physical, 
mental, and social wellbeing in relation to sexuality. It requires a positive and respectful 
approach to sexuality and sexual relationships, as well as the possibility of having pleasurable 




Organization, 2006). Addressing sexual health issues requires also being aware of the impact of 
environment, power dynamics, gender roles, access to health services, and societal stigma related 
to sexual health and discussing sexuality (Wingood & DiClemente, 2002). Researchers and 
health professionals are working toward understanding the importance of sexual health for all 
people, but there are still disparities related to sexual health knowledge, skills, and health care 
utilization by certain populations. 
 Older Adults (people over the age of 65) are one of the largest growing unique population 
groups in the United States of America, comprising 16% of the total population (US Census, 
2018). Though this population grows in the US, clear definitions regarding the appropriate and 
sensitive words to address the population do not currently exist (Orimo & et al., 2006). Words 
like “elderly,” “senior,” “elder,” and “old” are not looked upon fondly by the older population. 
They do not like to think of themselves as “old.” Positive aging terms like older people or people 
of a certain age have started to be used more frequently with a less negative connotation 
(Pinksker, 2020). In terms of research organizations, the Centers for Disease Control and 
Prevention (CDC) and the World Health Organization (WHO) do not have clinical definitions 
for what constitutes an older person (World Health Organization, 2010). In the American 
Community Survey, the US Census Bureau defines older people as adults 65 years of age and 
older (Roberts & et al., 2018).  For the purpose of this research, the term older adult will refer to 
people 65 years of age and older. This will also cover the Medicare-eligible aged older adult 
population.   
Medical advances have allowed people to live longer and have a better quality of life. 
Over the past 20 years, advances in medical technology have improved, and access to effective 




are keeping older adults more interested and capable of having sexual relationships for longer 
than ever. In married adults ages 65-74, 66% of men and 40% of women remain sexually active 
(Lindau et al., 2007). One in five older adults reported having sex once or twice a week. 22% 
percent reported sexual encounters two to three times a month, while 29.2% reported once a 
month or less (Stroope, MacFarland & Uecker, 2015).  Of those researched, 27.7% had reported 
not having had sex in the past year (Stroope, MacFarland & Uecker, 2015).  Some sexual health 
risk factors that affect this population are low rates of condom use due to loss of fertility in 
women, exchanging sex for drugs or money, intravenous (IV) drug use, men having sex with 
men, having multiple partners (three of more partners in a year), and low perception of risk of 
sexually transmitted infection (STI)/ human immunodeficiency virus (HIV) infection (Branson et 
al., 2006; Reece et al., 2010).  
The United States Centers for Disease Control and Prevention (CDC) compiles national 
data on incidence and prevalence rates of notifiable diseases, including monitoring those related 
to sexual transmission of Chlamydia, Syphilis, Gonorrhea, Chancroid and HIV/AIDS. The 2018 
Sexually Transmitted Disease Report published by the CDC noted that for the fifth consecutive 
year, all reported STI had increased incidence rates (CDC, 2019). The highest rates of STIs are 
associated with a more sexually active population equal to or younger than 25 years old, but 
young people are not the only group at risk of contracting STIs and HIV/AIDS. 
STI and HIV infections among the 65 and older population have been increasing 
dramatically nationally and in Nevada. According to the CDC, nationally, the prevalence rate 
indicates that 50% of HIV infections occurred among those who are 50 and older (CDC, 2016). 
Also, incidence rates of most reported STIs in the 65 and older population have increased every 




100,000) in 2012 to 3.7 in 2016; Gonorrhea 1.5 from in 2012 to 3.3 in 2016, and Syphilis from 
0.3 in 2012 to 0.6 in 2016 (CDC, 2018). Although these numbers are much lower than the rates 
in younger adults, rates have doubled within this population. The Nevada State Department of 
Health (NSDH) also reports that the rates of Chlamydia, Syphilis, and Gonorrhea have also 
increased in incidence and prevalence among those 65 years and older between 2010-2017 in 
Nevada (NSDH, 2017). 
 In the State of Nevada, the population has grown dramatically over the past few decades, 
illustrated by the 65 and older community growing by 51% from 2003-2013 (NV Aging and 
Disability State Plan, 2016). It is estimated that over 300,000 adults aged 65 and older live in 
Southern Nevada, which is 15% of the total NV population (US Census Bureau, 2017). With 
older adults making up one in six people in Southern Nevada, researchers can adapt previous 
research to explore the barriers to older adult sexual health, a lack of sexual health education, and 
the potential need for services tailored for older populations (Lindau & et al., 2007).  
Theoretical Frameworks Applied to Research 
 This study utilized two theoretical frameworks: The Social Ecological Model 
(Bronfenbrenner, 1994; 2000) and The Theory of Gender and Power (Connell, 1987; Wingood & 
DiClemente, 2000). Bronfenbrenner’s Social Ecological Model [Figure 1] (2000) examines how 
the environment affects the social and behavioral factors in an ecological perspective. The Social 
Ecological Model examines five levels of environmental influence: Interpersonal, Intrapersonal, 
Organizational, Community, and Policy level. All of these levels are interconnected and 
influence the environment in which behavior choices are made. This model will be applied to 





Figure 1. Social Ecological Model 
 
(Bronfenbrenner, 1994; 2000) 
 
 
The Theory of Gender and Power [Table 1] examines three interlinked structures: the 
sexual division of labor, the sexual division of power, and the structure of cathexis. It also 
examines gender and power on a societal level and an institutional level (Wingood & 
DiClemente, 2000). Many of the survey questions were influenced by these theories, in order to 
assess the influence of environment on sexual health, as well as if there are any notable impacts 
in the research regarding gender and power relationships in the data. Constructs were used to 
analyze and provide greater data around sexual health, risk, and skills.  There is a natural 
symbiosis of these two theories/models when examining how sex and sexuality are shaped and 
discussed socially and politically through the use of these theories, better framing, and, therefore, 















Table 1. Theory of Gender and Power Model  
 


























































































 The upcoming chapters of this dissertation provide an overview of the current state of 
research in this field, the methodology, the results, and the discussion.  Chapter Two is a 
literature review that overviews the current literature available about the sexual health and older 
adults, as well as an overview of the epidemiology of STIs for older populations on a national, 
state, and county level.  
 Chapter Three contains the methodology for the research proposal. The research 
questions, study design, and survey design are explored. This exploratory convenience sample 
research study uses both paper and digital means to administer the survey. The methods used for 
recruitment and data management will also be discussed.  
 Chapter Four contains the results of the research survey and illustrate the data collected. 
Of the surveys that were collected, 234 surveys fit the inclusion criteria. Behaviors, attitudes, risk 
factors from these surveys are all illustrated in Chapter Four. Also, the knowledge and 
perceptions of the participants are examined and categorized by gender.  
Chapter Five is a discussion of the results and recommendations for future research. The 
constructs of each of the theories will be used to examine the implications of gender, power, and 
ecological factors. Significant differences between gender groups will be overviewed. The 50-
question survey tool and the table relating to the theoretical implications of each question are 





CHAPTER TWO. LITERATURE REVIEW 
Older Adults in America 
According to the Federal Interagency Forum on Aging-Related Statistics report Older 
Americans 2016: Key Factors of Well-Being (2016), census data from 2014 showed that there 
were 46 million Americans who are 65 years of age or older. This population accounts for 
approximately 16% (1 in 6) of the total US population. Because of increased access to health 
care and better living conditions than past generations, people are living longer, healthy lives in 
larger numbers than ever before.  
The Baby Boomer generation (born between July 1946-1964) is one of the largest 
generations in United States history and is steadily reaching the age of Social Security benefits 
and Medicare (Keene, McClean, and Ragin, 2012). The ‘over-65’ population is expanding at a 
rapid pace, with 10,000 people in the US turning 65 every day, along with people living an 
average of 78.6 years (Xu & et al., 2018). The growing aging population is on a trajectory to 
increase substantially in the future. By 2030, the US Census estimates that there will be 78 
million (20%) Americans over the age of 65 (Census.gov, 2018).  
Most citizens who are 65 years old or older are eligible to receive federally-supported 
health services such as Medicare. Healthcare professionals who work with older adults should be 
encouraging prevention services to reduce preventable health issues, like sexual health issues 
(STIs, dysfunction) that may affect this population. General healthcare costs among the aging are 
a having a fiscal impact on patients; several modifications to Medicare through the Affordable 
Care Act (ACA) specifically target making healthcare and associated medication affordable for 




sexual health outcomes can be expensive and often thought of as secondary in the schema of 
optimal health, therefore putting an additional, yet preventable economic strain on the Medicare 
program. Ensuring older adults know the importance of protecting their sexual health, the risks 
associated with certain types of sexual behaviors, and how to access health care can improve 
health outcomes and quality of life of older adults in Southern Nevada and nationally.  
Older Adults in Nevada 
In 2016, 15%  (441,000 people) of the 2.9 million people who live in Nevada were over 
the age of 65 (US Census Bureau, 2017). Those 441,000 people make up a large part of 
Nevada’s large retirement population. Nevada has had a population boom since 2000, bringing a 
diverse community of people from many different ethnic and racial backgrounds. The population 
of people 65 and older grew by 51% in Nevada from 2003-2013 (NV Aging and Disability State 
Plan, 2016). The US Census Nevada population estimates for 2018 illustrate a diverse 
community with 49.1% of respondents 65 years, and older reported being non-Hispanic White, 
28.8% were Hispanic, 9.8% were non-Hispanic Black, 8.8 % were Asian, 1.7% were Native 
American and the remaining 4.3% identified as multi-racial (US Census, 2018).   
The largest population of people ages 65 and over reside in Nevada’s largest city, Las 
Vegas, which is located in Clark County, Nevada. It was reported in 2016 that 303,949 residents 
of Clark County reported being over the age of 65 (Census, 2016). With the quickly expanding 
population of 65 and older residents, there is a dearth of evidence-based health research focused 
on behavioral strategies to improve the overall health and wellbeing, including the sexual health 





Older Nevadans Interpersonal Relationships 
 Findings from a 2010 survey showed that only 52% of Nevadans ages 65-74 and 42% of 
those over 75 were married (Gallion & LaHaie, 2010). Gender differences in rates of marriage 
are also notable, with 44% of women over 65 married, while 75% of males over 65 were married 
(Keene, McClean, and Ragin, 2012). This difference illustrates that women live longer than men 
live and become windowed if previously married. The life expectancy for Nevadans overall is 78 
years, higher for women at 81 years of age, while for men, it is 76 years. (Kaiser Family 
Foundation, 2017). This large population of adults 65 and older may be married and sexually 
active or widowed, divorced, and/or unmarried and potentially interested in engaging in sexual 
activities and intimate relationships.  
According to research by Garcia, Gesselman & Grey (2016), 72% of single people aged 
50 or older were open to finding love in their future. As for sexual relationships, many reported 
to be open to relationships that did not explicitly include monogamy, with 45% reporting being 
open to a “friends with benefits” relationship, 27% were open to one-night stands, 20% were 
open to dating multiple people at the same time, and 16% were up for having a threesome 
(Garcia, Gesselman & Grey, 2016). Many people who are in the 65 and older population lived 
through the sexual revolution of the ’60s and are less conservative about sexuality than previous 
generations of older Americans. However, without the threat of terminal illnesses such as HIV, 
they may also have not been exposed to or learned how to negotiate condoms use, STI/HIV 
testing and notification or safer sex practices (Klein & el al., 2001). 
Older adults who identify as Lesbian, Gay, Bisexual, Transgender, Queer, or Intersex 




UCLA, in 2019, Nevada had over 33,000 people over the age of 50 who identified as LGBTQI. 
People 65 and older who identify as LGBTQI accounts for 9% of the total amount of sex and 
gender diverse people in Nevada. Health disparities related to HIV- status or other chronic issues 
are seen at higher rates in the older LGBTQI populations when compared to heterosexual people. 
Also, social stigma, homophobia, biphobia, transphobia, and discrimination can have negative 
impacts on an individual’s sexual health outcomes (Ramirez-Valles, 2016). Other issues like 
caregiving needs that can be complicated by not having a supportive family or social network put 
stress on the queer older adults and rely more on the medical system to manage their healthcare 
needs. Along with the stigma that comes with ageism and sexuality, doctors may not ask about 
same-sex relationships and not provide proper education or prevention services that can reduce 
the spread of STIs in high-risk populations.  
The CDC states that engaging in sexual relationships with more than one person can be a 
risk factor for increased chances of acquiring sexually transmitted infections, like HIV or 
Chlamydia (CDC, 2017). Some older adults may practice casual sex or consensual non-
monogamy, like open relationships and swinging. Another sexual health risk factor is that people 
over the age of 50 accounts for 50% of the HIV cases as a result of advances in treatment that 
have allowed for longer, healthier lives for people who are HIV-positive (CDC, 2016). If a 
partner is positive and does not disclose their status, or does not know their status, they can pass 
it to an unsuspecting new partner. HIV education and testing are not targeted to the older adult 
population in the same way it is to younger adults, even when the risk factors are present (Oraka 
& et al., 2018). To date, there has been no evidence-based HIV prevention or sexual health 
programs specifically designed to target the 65 and older population in America (Negin, Rozea 




(US. Department of Health and Human Services, 2014). 
Social Determinants of Health 
 The Centers for Disease Control and Prevention (CDC) recognize that improving public 
health is multi-dimensional more than just the biomedical approach According to Healthy People 
2020, public health professionals need to be working toward improving the overall population’s 
social determinants of health (US. Department of Health and Human Services, 2014). Being 
aware of how environmental and social factors interact with our health is imperative to changing 
health outcomes. The Social Determinates of Health looks at five areas: Health and Health Care, 
Neighborhoods and Built Environment, Social and Community Context, Economic Stability, 
Education and Social, and Community Context. The potential impacts of these five areas on a 
person’s sexual health will be explored in this research proposal using a Social-Ecological Model 
and Theory of Gender and Power framework.  
 
Figure 2. Social Determinants of Health 
























 Health, Healthcare, and Quality of Life  
Quality of life (QOL) in older adults can be assessed by using various measures of health, 
happiness, risk-factors, and overall wellbeing. QOL is influenced by multiple domains of life and 
the interactions between them. For example, satisfaction with health, hobbies, financial situation, 
job, family, and friends can be indicators of QOL (Bardo & Yamashita, 2014). The review by 
Depp and Jeste (2006) summarized evidence that younger age, healthful behaviors (e.g., non-
smoking, physical activity), increased social participation, and positive health status (e.g., 
chronic disease, mental health) jointly contribute to QOL in later life. These QOL determinants 
are valid irrespective of individual characteristics such as gender, educational attainment, 
income, and marital status. Often, biomedical aspects of QOL receive greater attention when it 
comes to older adults. However, Rowe and Kahn (1999) asserted that the biopsychosocial model, 
which includes health, functioning (e.g., cognitive), and social engagement, should be considered 
to better understand and assess the QOL of older adults.  
Sexual relationships and behaviors (solo or partnered) also included in the 
biopsychosocial aspects of life. Perceptions of self-confidence, emotional connection, and 
overall sex expression can be important to older adults’ mental health. Importantly, Depp and 
Jeste (2006) stated that effective public health interventions should focus on modifiable QOL 
risk factors as well as QOL promoting factors, particularly those which are associated with the 
biopsychosocial aspects of life. These multifaceted factors of sexual wellbeing can be measured 
as Sexual Quality of Life (SQoL). According to the results from the Midlife in the United States 
survey, a longitudinal study of over 6,000 people, it was noted that as age increases, the SQoL 




Some of these measures of QOL among older adults 65 years and older are captured by 
the Behavioral Risk Factor Surveillance System (BRFSS). Some of the questions from the 
BRFSS will be used in the survey instrument to assess the sexual behaviors of older adults in 
Southern Nevada. The BRFSS is a federally-funded national survey that looks at each state’s 
self-reported health, behaviors, and quality of life factors. In 2013, self-reported health was 
reported to be generally high in people 65 and older in Nevada, comparable to the nationally 
reported rates (Older American’s, 2016) About 22% reported their health as “fair” or “poor,” 
while 32% reported it as “good,” 32% “very good,” and only 14% reporting it as excellent 
(Morgan, Towle, Slayden, 2016).  
Nevada is also one of several states that have legal recreational and medical cannabis. 
Recent research has shown an increase in older adults consuming marijuana products, through 
oral, inhaled, or dermal routes. Some older adults may use cannabis products to help with their 
chronic health condition, but they may also use it for mental health or recreational enjoyment. 
According to Han and Palamar (2018), a study of 17,000 middle-aged and older adult 
participants in 2015 reported that 2.9% of people 65 years were using marijuana. Since 2015, 
access to legal marijuana has made it easier for older adults to access these numbers may be 
significantly higher than previously reported. Drug and alcohol use during sex is considered by 
the CDC to be a risk factor for HIV/STI. According to the 2017 BRFSS Survey data from 
Nevada, 15.1% of adults over 65 were current smokers, and 6.2% were heavy drinkers (CDC, 
2019).  
Access to health care services is easier for most people over 65 who qualify for Medicare. 
In 2017, 49.6 million people over 65 years of age were enrolled in Medicare (Centers for 




smears and breast exams, prostate exams, and evidence-based high-intensity sexual health 
counseling sessions (USPSTF, 2008; Medicare, 2017a; Medicare, 2017b). This means that the 
services to ensure sexual health care are available, but many patients are unaware of their 
potential health risks due to poor or lacking sexual health and STI/HIV education knowledge. 
They may also not be aware that these services are covered by Medicare.  
Neighborhood and Built Environment 
 Southern Nevada is home to dozens of communities and apartments that are specifically 
designed for the needs of active older adults who are living independently. Some of these are 
low-income senior housing developments providing residences for those living on a fixed 
income that qualifies for reduced rent, like Nevada HAND, Inc. There are also older adult 
communities in the Las Vegas area that target people of retirement age who are of a higher 
income level, like the Sun City and Del Web master-planned communities. Some older adults 
may also live with their children or roommates. These living arrangements can have an impact 
on economic and social capital. Older adults report high rates of isolation and loneliness, with it 
being especially high among those who live alone. Mental and physical health is impacted by 
loneliness and has been shown to reduce a person’s lifespan (Theeke, 2009).  
 Physical activity is also related to the built environment. Issues like neighborhood safety, 
walkability, and  American Disabilities Act (ADA) accessibility may all be factors that can also 
influence older adults’ social determinants of health. Feeling safe is important, but also having an 
infrastructure that supports social acts that include physical activity, can build social capital and 







 Housing, medical care, food, and other essential needs that every senior has to be 
financially invested in. As many people retire at 65, they transition into a fixed monthly income 
provided by social security, pensions, or other financial services that may have been set up 
before retirement. For many people, these financial resources are not enough to meet their basic 
needs. In 2016, the Social Security Administration reported that 21% of married Social Security 
recipients ad 43% of single recipients aged 65 and older depended on Social security for 90% or 
more of their total income *Social Security Administration, 2016). Of these recipients, 2.1 
million older adults only receive $435 each month from Supplemental Security Income (SSI) 
(SSA, 2016). The Elder Economic Security Standard Index™ (Elder Index) is a tool created by 
the University of Massachusetts, Boston to measure the income need of older adults to maintain 
independence and daily living expenses on a county by county basis. This index considers the 
average cost of housing (including utilities, taxes, and insurance), food, transportation, health 
care (if in good health), and miscellaneous costs. For Clark County Nevada, for a single older 
adult who owns a home without a mortgage, the average yearly cost of living is $16,416, and for 
adults with mortgages, the average was $28,308. For an older adult renting a one-bedroom 
apartment, the average is $22, 090. For Nevada’s older couples, the cost of living without a 
mortgage is $25,032, with a mortgage, $36,924, and if renting a one-bedroom apartment is 
$30,708. These basic needs can be more than an older adult’s financial capabilities, adding 








Educational opportunities and experiences are not equal across the US population. Some 
people have limited education experiences, and others may pursue higher education, which can 
be a significant variable in understanding risk factors and behavioral impacts on health. 
Education can also influence careers and SES in the future. Income level has an impact on health 
outcomes, but education is also a strong predictor of health (Chesser & et al., 2016).  
Health Literacy and Sexual Health 
Health literacy is the degree to which individuals have the capacity to obtain, process, 
and understand basic health information and services needed to make appropriate health 
decisions (Ratzan & Parker, 2000). Low health literacy has been shown to lead to larger health 
disparities in health outcomes in individuals (Chesser & et al., 2016).  The population of people 
65 and older grew up in a time before HIV and had limited sex education opportunities. 
Common myths and misconceptions about sexual health risks may still be present in this 
population, and a need for sexual health literacy and sexuality education targeted to the older 
population is imperative to reducing the trend of increasing STI/HIV rates. Assessment of sexual 
health knowledge, attitudes, and skills is needed to design an intervention program tailored 
toward the older adult population. Their doctors often do not recognize the sexual risk factors, 
assume no sexual desire in older people, do not provide proper, timely and targeted sexual health 
and sexuality education and do not encourage them to seek these sex health screenings or 
provide preventative health education (CDC, 2016; Lindau et al., 2010). All of these factors need 





Sexual Health in Older Nevadans  
Sexual health and sexual expression are also related to wellbeing and social relationships 
across the lifespan (Hinchliff et al., 2016). Reported dissatisfaction with sexual life, or lack of 
any sexual behaviors, has been related to reports of lower mental health and poor social 
relationships (Flynn & Gow, 2015; Christakis & Fowler, 2009). This can be related to physical 
health, mental health, or relationship status. Although it decreases, for many seniors, sexuality is 
an important part of their intimate lives, with one-third reporting that they placed a high value on 
sex (Laumann et al., 2006).  
   In married adults, ages 65-74, 66% of men and 40% of women remain sexually active. 
Also, married and cohabiting individuals reported significantly higher levels of sexual 
satisfaction than singles, with married people reporting significantly greater sexual satisfaction 
than cohabiting individuals (Waite & Gallagher, 2000). Though they may not have the hormone 
levels of people in their teen years, research indicates many older adults still have a vibrant sex 
life. One in five older adults reported having sex once or twice a week. 22% reported sexual 
encounters two to three times a month, while 29.2% reported once a month or less (Stroope, 
MacFarland & Uecker, 2014).  Of those researched, 27.7% had reported not having had sex in 
the past year. Physical satisfaction from the sexual encounters was reported as extremely 
pleasurable or very pleasurable by 45% of participants. Approximately 76% reported being 
extremely or very emotional satisfied by the sexual experiences (Stroope, MacFarland & Uecker, 
2014) 
Sexual Functioning in Older Adults 
The physiological sexual health concerns of older men, typically related to declining 




performance-enhancing and erectile dysfunction (ED) treatments like Viagra®- class of 
medications (Imparato & Sanders, 2012). Although there are some concerns with comorbid heart 
conditions, the increased risk of sexual health problems for men as a result of these medications 
is generally associated with the new potential for engaging in sexually risky behaviors (Imparato 
& Sanders, 2012).  Rates of Viagra use, or other ED drugs like Cialis, have also been associated 
with an increase in rates of STIs in older adults when compared to non-ED drug users (Jena & et 
al., 2010).  
For older women, sexual health can also be challenged or restricted due to physiological 
changes in the body post-menopause. Though the epidemiological data reports on these sexual 
health issues are few, the current numbers estimate that up to 43% of women experience some 
sexual dysfunction at some point in their life (Laumann, Paik, & Rosen, 1999; Rosen et al., 
2000). Problems reported by older women included low desire, issues with vaginal lubrication, 
pain during sex, and the inability to reach orgasm (Rubin & Newman, 1969; Spring, 2015). 
Moreover, while these issues may be inhibiting quality of life, many older women will not 
discuss their sexual health issues with a physician, nor will the physician ask about any potential 
sexual dysfunction (Idso, 2009). Critically, postmenopausal women may experience thinning or 
atrophy of the vaginal walls that not only can make sexual intercourse painful but also can result 
in tearing of the mucosal membrane that lines the vagina, which leads to a higher likelihood of 
contracting an STI if exposed (Lindau et al., 2010; Imparato & Sanders, 2012). In a clinical 
research study, Bachmann and Nevadunsky (2000) found that approximately 40% of 
postmenopausal women had such symptoms of atrophic vaginitis. Falling estrogen levels during 
menopause cause a thinning of the vaginal epithelial lining, which acts as a barrier for infection, 




combat this atrophy and potential tearing of the vaginal tissue with the use of hormonal estrogen 
replacement therapies (Lindaeu & et al., 2017). Also, due to biological factors related to aging, 
women are no longer worried about pregnancy after menopause, and may not be using barrier 
methods like condoms to reduce the risk of STIs (Whipple, 1996; Schick, 2010). Unfortunately, 
sexual health among older adults has been understudied, arguably due to the social stigma and 
ageism associated with sexuality in this population (Idso, 2009). The health needs of this 
population increase with age, but sexual health care is often ignored or neglected, leading to poor 
health outcomes and increased incidence rates of STIs.  
Chronic Health and Sexual Functioning  
Chronic health conditions disproportionately affect older adults. Like other older adults 
nationally, many in Nevada’s older adult population live with multiple chronic conditions. Some 
chronic health conditions can affect mobility, or physical strength, while other conditions, like 
Alzheimer's, can affect their cognitive abilities. Obesity, a risk factor for several chronic 
conditions, is also on the rise in older adults in Nevada. While 65% report being physically 
active, only 35% are of a healthy weight (Morgan, Towle, & Slayden, 2016). Chronic health 
conditions like cancer, cardiovascular disease (CDV),  neurological disorders, and hormonal 
disorders were high among this population as well: 51% had high cholesterol, 60% had high 
blood pressure, and 20% had diabetes in 2013 (Morgan, Towle, & Slayden, 2016).  
Chronic health conditions also have an impact on sexuality and sexual functioning. 
Health issues like obesity, arthritis, joint replacements, and disability can make the physical act 
of sex painful, reducing desire or the ability to have an enjoyable experience. Hormonal or 
metabolic diseases, like Diabetes Mellitus (DM), not only affect insulin levels but also may lead 




with sexual functioning (Verschuren & et al., 2010). In males, Diabetes (DM) is regarded as one 
of the more influential factors contributing to erectile dysfunction, accounting for at least 33% of 
all cases in the US (Wändell & et al., 2000). Also, problems related to vaginal lubrication occur 
twice as often in females with DM (Verschuren & et al., 2010).  
Cardiovascular disease often is caused by atheromatous degeneration, narrowing of the 
arteries, and raised blood pressure (Verschuren & et al., 2010). The heart plays a major role in 
sexual functioning, from physical stamina to the vasodilatation of the blood vessels in the 
genitals, and arousal. High blood pressure (hypertension) is also related to high rates of erectile 
dysfunction (Verschuren & et al., 2010). Medication can be prescribed to address these health 
issues. Unfortunately, the side effects of the medications used to treat these health conditions 
cause issues with the individual's sexual health and functioning (Price, 2011).  
Neurological diseases also have a substantial impact on sexual functioning. Diseases like 
Multiple Sclerosis (MS) and Parkinson’s disease are progressive degenerative diseases that can 
impact sensation, motor control, arousal, orgasm, and other central nervous system responses 
(Verschuren & et al., 2010). Spinal cord-related issues can also cause sexual disorders due to 
blocked or limited neural pathways to the brain from the extremities. Arousal responses 
(lubrication or erection) and orgasm can be limited but may occur depending on the degree of 
severity of the spinal cord disease (Verschuren & et al., 2010). 
Cancer is more common in older adults than younger adults. Certain types of cancers 
may also have permeant negative effects on sexual functioning, like prostate, bladder, breast, and 
ovarian/uterine cancer (Verschuren & et al., 2010).  A woman’s sexuality and sexual self-
perception have been shown to be affected after undergoing a lumpectomy, hysterectomy, or 




life perception (Davis, Meneses, & Messlas, 2010; Verschuren & et al., 2010). Women using 
estrogen-blocking medications, known as aromatase inhibitors, are more likely to experience 
sexual function problems, like vaginal dryness, vaginal tearing, or lack of desire, when compared 
to women, not on any endocrine therapy (Panjari, Bell & Davis, 2011). Women who received 
chemotherapy also experienced higher rates of sexual functioning problems than a woman who 
did not (Panjari, Bell & Davis, 2011; Herbenick & et al., 2008). Prostate cancer surgeries and 
prostatectomies can also have a devastating effect on male physical arousal capabilities. Even if 
the mind is willing, sometimes the body is not able. Psychological influences from living with 
chronic disease may also cause lower desire or self-esteem. These emotions may also lead to 
increased rates of depression, anxiety, and loneliness (Verschuren & et al., 2010). 
Due to disability or issues with sexual functioning, individuals and couples may learn to 
work with their bodies to explore new ways to share and explore pleasure. Different types of 
sexual behaviors or forms of intimacy may become more common than penetrative sex in 
relationships where there are chronic health issues present. Lower frequency of sexual behavior 
is common among people who have chronic health issues, but it does not always interfere with or 
halt sexual behaviors and desires (Verschuren & et al., 2010).   
 
Surveys Investigating Sexual Health, Sexual Behaviors, and Sexual Functioning  
General Social Survey 
General Social Survey (GSS) is a large-scale longitudinal survey conducted by NORC, 
an independent research group at the University of Chicago. It has been collected since 1975, 
examining American society’s attitudes, attributes, and behaviors (GSS, 2019). This survey is 




interviews are used. Questions from this survey were adapted as part of the senior sexual health 
survey utilized in this research. 
Behavioral Risk Factor Surveillance Study  
The Behavioral Risk Factor Surveillance Study (BRFSS) is an annual survey that collects 
data on about 400,000 participants annually in America, exploring their health behaviors, chronic 
health conditions, and reported preventative and risk behaviors. The data is collected through a 
phone survey created and utilized by the CDC in all 50 states, DC, and three territories since 
1984 (BRFSS Factsheet, ND). Older adults are one of the groups that are regularly surveyed in 
the BRFSS. Several questions from this survey were used to assess the demographics of the 
sample and self-reported preventative and risk behaviors of participants.  
Female Sexual Function Index 
Rosen & et al. (2000) designed the Female Sexual Function Index (FSFI). First published 
in the Journal of Sex of Marital Therapy, this tool is a brief questionnaire measure of sexual 
functioning in women. It was developed to assess the sexual functioning related to sexual 
arousal, orgasm, satisfaction, and pain in clinical trials. This validated tool allows researchers to 
get a better understanding of self-reported levels of desire and sexual functioning. It also 
explores the perception of emotional closeness with partners and feelings of sexual confidence. 
These questions are also not all gender-specific, so they can be used to survey people of all 
genders about their sexual functioning.  
Sexual Diversity in America Survey 
The Center for Sexual Health Promotion, based out of Indiana University, worked 




behaviors. Recent (within the past month) and lifetime behaviors are explored in this survey, 
allowing for data about sexual exploration, which may only happen a few times, to be collected 
along with more frequent sexual behaviors. Examining fewer common behaviors, like Bondage, 
Dominance, Sadism, and Masochism (BDSM) and group sex, also allows for a unique view into 
older adult sexual behaviors (Herbenick & et al., 2017). 
Changes in Sexual Functioning Questionnaire 
Clayton, McGarvey & Clavet (1997) created the Changes in Sexual Functioning 
Questionnaire, which is a structured questionnaire designed to measure illness and medication-
related changes in male sexual functioning. Understanding the impact of chronic disease on male 
sexual functioning is an important part of improving overall sexual health outcomes and 
dysfunction interventions. Older adults are the most likely to be noticing the impacts of aging 
and disability on sexual functioning, and this survey can provide quantitative data on their sexual 
health outcomes.   
VOICES/VOCES 
The questions used to assess perceived risk, attitudes, and knowledge related to HIV and 
STI risks were selected from the evidence-based HIV intervention program Video Opportunities 
for Innovative Condom Education and Safer Sex, more commonly known as VOICES/VOCES. 
This program was created by the Health and Human Development Programs Education 
Development Center and has been repeatedly validated for use in minority populations, 
specifically Latino and African American populations. The survey tool has also been validated to 




Programs Education Development Center, 2010). This survey can be used to examine health 
literacy, STI/HIV risk perception, and rates of self-reported risk.  
Epidemiology of STIs in Clark County and Nevada 
The most recently available STI and HIV data for Nevada show that in 2017, Nevadans  
65 and older,  have an incidence rate for Chlamydia that was 7.2 and 2.9 per 100,000 among men 
and women, respectively (OPHIE, 2018), which was higher than national averages (CDC, 2017). 
Gonorrhea incidence among men was 9.8 per 100,000, and 0.4 for women (OPHIE, 2018). 
Nevada currently has a Syphilis outbreak and ranks #1 in the nation for new Syphilis infections 
for 2018-19. The 65 and older cohort is also affected by the outbreak, with five new cases of 
primary and secondary Syphilis diagnosed and 3 cases of early latent Syphilis in men (OPHIE, 
2018). 
Additionally, 890 individuals 65 years and older are living with HIV in Nevada according 
to 2017 reports; the vast majority, 697 (78.3%), is in Clark County (OPHIE, 2018). For the entire 
state of Nevada, the annual rate of living with HIV in 2017 among males over 65 in 382.3 per 
100,000 compared to 245.1 per 100,000 in 2014 (OPHIE, 2014; 2018). Rates for females are 
significantly lower with, 64.7 per 100,000 in 2017, up from 2014’s rate of 43.1 per 100,000. By 
race/ethnicity, the greatest prevalence per 100,000 was seen among African Americans at 422.2, 
followed by Hispanics (192), Native Americans (131), Whites (117), then Asian Pacific 
Islanders (41) (OPHIE, 2014).  
The older age group (65 and older) is one of the fastest-growing groups of individuals 
living with HIV, with a 70% increase between 2010 and 2014 (OPHIE, 2014). The highest rates 
are among the 45-54 and the 55-64 age groups. With the new antiretroviral medications (ART) 




Nevada’s 65 and older cohort (OPHIE, 2014). Among those in Nevada receiving their first HIV 
diagnosis at ages 65 or above, rates with all races/ethnicities aggregated are 3.1 per 100,000 for 
men (OPHIE, 2018). There were no new cases of HIV diagnosis for women in Nevada in 2017 
(OPHIE, 2018). However, HIV incidence rates among people 65 and older are highest for 
African Americans, at 4.4 per 100,000 compared to 0.7 per 100,000 among whites in Nevada 
(OPHIE, 2014).  
In summary, the epidemiological data suggest that Nevada currently has an increasing 
STI and HIV incidence and prevalence among its older adult population, particularly in Clark 
County, where the majority of Nevada’s population resides. This burden disproportionately 
impacts minority groups. Moreover, examining rates and trends in younger age groups, including 
the sizable “baby boomer” cohort, inevitably leads to the conclusion that the burden will soon 
rapid increase. Therefore, the sexual health among older adults, with the negative impacts on 
QOL, is of public health concern. 
Social and Community Context 
Sexual Behaviors in Older Adults 
The most fundamental risk factor for STI and HIV transmission is engaging in 
penetrative sexual activity. In 2009, researchers conducted a nationally representative cross-
sectional population-based survey, the National Survey of Sexual Health and Behavior 
(NSSHB), which included 664 men and women over age 60, and almost 400 over age 70 
(Herbenick et al., 2010). According to self-report, over the course of their lives, greater than 90% 
of those surveyed had engaged in vaginal sex, about 70% in oral sex, and nearly 30% in anal sex. 
Naturally, recent sexual behavior (within the past month) was lower than the reported lifetime 




had engaged in vaginal intercourse within the past 30 days, by far the most frequent type of sex. 
However, almost 20% of the men reported receiving, and 13% of the women reported giving oral 
sex in the past month (Herbenick et al., 2010). Another study by Waite et al. (2009) more 
specifically captured sexual activity levels among older adults ages 65-74 with current partners: 
62% of women and 75% of men reported sexual activity in the past year. Thus, many older 
adults are actively engaging in penetrative sexual activity.  
Condom Use and HIV Testing in Older Adult Populations 
Additional risk factors for STI and HIV transmission among the elderly include not using 
condoms during sex. Only a few surveys, including older Americans, have looked at this 
behavior. Moreover, only 7-15% reported using a condom during last intercourse (Oraka & et al., 
2018; Schick & et al., 2010). In the NSSHB study, 32% of women and 18% of men over 60 
reported using a condom last time they had sex with a casual partner (Reese & et al., 2010). In a 
study about HIV risk and testing rates in older adults, only 2.4% reported getting HIV tested in 
the past 12 months, and 86% said they had never been tested. With HIV testing being paid for by 
Medicare, the cost is not the financial barrier that is prohibiting them from getting tested; 
therefore, there are other factors, such as the low-risk perception that leads to such low HIV 
testing rates (Oraka & et al., 2018).  
Older Adults and Technology Acceptance 
People who are 65 and older are from a generation that has witnessed an exponential 
change in technology development and acceptance. Though these new technologies can assist in 
daily life, the acceptance and use of this technology by this generation have been slower than the 
younger generations. According to Pew Research, in 2017, 4 in 10 older adults have a 




people with incomes of $75,000 or higher and 56% for older adults who graduated college (Pew 
Research Center, 2017). These high rates illustrate that for some people, this type of technology 
may be part of their daily lives, while for others, this technology is foreign. Other researchers 
have examined older adults related to their technology use and acceptance and noted an increase 
in the use of these types of technology for daily use, healthcare service usage, and increasing 
access to social connection and sharing (Kim & et al., 2016; Gitlow, 2014). Using touchpad 
tablets with the older adult population is an example of utilizing emerging technologies to 
improve survey distribution and management with diverse populations during public health 
research.  
Need for further research 
 Nevada has a high population of people 65 and older, and their sexual health needs to be 
encouraged and protected. As demonstrated in the review of the literature, older adults are 
engaging in social and sexual relationships while also potentially engaging in risky behavior. Up 
to this point, there has not been a survey of sexual behaviors occurring within Nevada’s older 
adult population. This research examines the sexual behaviors of people 65 and older living in 
Southern Nevada. A greater understanding of these behaviors can illustrate the need for sexual 
health services and help with the development of an effective sex education intervention strategy 





CHAPTER THREE. METHODS 
 
Research Objective: The purpose of this study is to explore the sexual behaviors of older adults 
age 65 years or older in Southern Nevada, examine the protective and risk factors related to 
sexual health, and identify the sexual health educational needs. 
Research Questions:  
1. What are the self-reported sexual behaviors of adults 65 and older living in Southern 
Nevada?  
2. What are the risk and protective behaviors related to sexual health in the 65 and older 
adults living in Southern Nevada?  
3. What are the self-reported knowledge, skills, and attitudes related to sexual health and 
sexuality education in the 65 and older adults living in Southern Nevada? 
Study Design:  
An exploratory mixed-method data collection included anonymous online and paper 
surveys to identify and explore the sexual behaviors and sexual knowledge, attitudes, skills, and 
health risk factors in adults 65 and older in Southern Nevada. Participants were recruited through 
snowball-technique convenience sampling at several locations where the population is accessible 
throughout Southern Nevada. Permission was granted from the City of Las Vegas to utilize the 
facilities at the City of Las Vegas Senior Centers. The UNLV Osher Lifelong Learning Institute 
(OLLI) also participated as an approved survey administration site. The survey was also 
available online and paper surveys for people who may have heard about the survey by word-of-




Survey Tool Development: 
 Survey questions used for this study were adapted from a collection of validated surveys. 
There were 50 questions with two skip logic questions (52 total), and 71 variables are explored 
in the survey. The skip logic is on three questions: one related to cannabis/CBD use and reasons 
for use, one related to current self-reported sexual behavior in the past four weeks, and one 
related to a history of cancer/type of cancer.  Sixteen of the 71 (22%) variables are questions 
designed by the researcher due to not being able to find a previously validated survey that asked 
the questions that needed to be asked in this exploratory study.  A sample of the Senior Sexual 
Health Survey Tool is available in Appendix B. The questions have also been selected to collect 
demographics, explore self-reported behaviors, and examine concepts related to the theoretical 
constructs of the Social-Ecological Model and The Theory of Gender and Power. This survey 
also asked what educational topics of interested related to sexual health would be of interest to 
the target population. See Appendix C for the Survey Development Table containing the 
questions, their intervals, number of variables, the survey the question is derived from, and the 
theoretical framework that it is linked to each question.  
 
The survey is divided into nine sections: 
● Demographics (10 questions) 
● Sexual Orientation & Gender Identity (2 questions) 
● Sexual Behavior History (4 questions) 
● Health Care Experiences (3 questions) 
● Health (9 questions) 




● HIV Risk (4 questions) 
● HIV Knowledge (2 questions) 
● Sex Education Options (1 question) 
The following previously validated surveys are utilized and adapted for the target population and 
used for the creation of the survey tool: 
General Social Survey (GSS) 
The GSS questions were used for the demographics and some of the sexual behavior 
questions. The reliability scores for the demographic questions have a Pearson’s correlation 
mean of .933, and sexuality questions were .801 (Hout & Hastings, 2012).  
Behavioral Risk Factor Surveillance Study (BRFSS) 
The Behavioral Risk Factor Surveillance Study (BRFSS) is an annual survey that collects 
data on about 400,000 participants annually in America concerning their health behaviors, 
chronic health conditions, and reported preventative and risk behaviors. The data is collected 
through a phone survey created and utilized by the CDC in all 50 states, DC, and three territories 
since 1984 (BRFSS Factsheet, ND).  
Sexual Diversity in America Survey 
 Sexual Diversity in America Survey was initially conducted with a cross-sectional, 
Internet-based, nationally-representative sample (N = 2021). Still, it has not yet been assessed for 
validity and reliability due to its being an exploratory examination into a more diverse range of 
sexual behaviors then had been surveyed before.  
Female Sexual Function Index (FSFI) 
 Rosen & et al. (2000) designed the Female Sexual Function Index (FSFI). First published 




functioning in women. The reliability and validity of the FSFI were assessed in women with 
Female Orgasm Disorder (FOD), Hyposexual Desire Disorder (HSDD), and a control group. The 
Cronbach Alpha for high-rater correlation was (0.84 and higher), control women (0.83 and 
higher), and women with HSDD (0.74 and higher) (Meston, 2003). Rosen et al., (2000) also 
reported, women with Female Sexual Arousal Disorder (FSAD) rated 0.82 and higher, and for 
control, women were 0.89 and higher.  
Changes in Sexual Functioning Questionnaire  
 The questionnaire has shown evidence as a reliable and valid measure of sexual function 
that can be used in clinical and research settings (Clayton, McGarvey & Clavet, 1997). The 
internal reliability was calculated using a Cronbach alpha coefficient. The alpha scores reported 
for the males are .89 and .9 for the females (Keller, McGarvey & Clayton, 2006).  
VOICES/VOCES Pretest 
 The questions used to assess perceived risk, attitudes, and knowledge related to HIV and 
STI risks were selected from the evidence-based HIV intervention program Video Opportunities 
for Innovative Condom Education and Safer Sex, more commonly known as VOICES/VOCES. 
This program was created by the Health and Human Development Programs Education 
Development Center and has been repeatedly validated for use in minority populations, 
specifically Latino and African American populations. The survey tool has also been validated to 
use in men who have sex with men (MSM) populations (Health and Human Development 
Programs Education Development Center, 2010).  
Study population:  
The study population consists of adults 65 years of age and older who reside in Clark 




well as the perceived risks of acquiring an STI/HIV. This survey was an adaption of available, 
valid, and reliable assessments to collect quantitative data to evaluate sexual behaviors, 
knowledge, attitudes, associated risks, and protective factors.  
Inclusion Criteria: 
● Participants must live in Southern Nevada (Clark County).  
● Participants must also be at least 65 years of age.  
Exclusion Criteria: 
● Participants who do not live in Southern Nevada (Clark County, NV). 
● Participants less than 65 years of age. 
● Participants who have cognitive or memory issues and are not able to legally 
consent to participate in the research. 
Sample Size:   
Southern Nevada has a large population, over 300,000, of adults over the age of 65; 
therefore, a larger sample size would better represent this population. A power analysis was 
conducted to reduce the type II errors and assure the sample size is large enough to achieve 
effect size and statistical power.  After the a priori power calculation based on a chi-square test, 
it reported that the sample size needed to be at least 220 participants to obtain a power of  
95.02%. Also, to ensure power and the correct sample size, a 20% rate of attrition was factored 
into the number of needed respondents. At least 264 participants were surveyed to meet the 




through the survey with research assistants was available for people who are visually-impaired 
but was never requested. 
Protection of Study Participants:  
The entire protocol was reviewed and attained exempt status from the UNLV Institutional 
Review Board to ensure ethical research integrity before the data is collected (UNLV IRB 
exempt #1434841-2). 
Technology and Survey Deployment: 
Touchpad tablet technology was utilized during survey deployment. The researcher 
acquired five Amazon Fire 10 Tablets through a grant from the UNLV Graduate and 
Professional Student Association (GPSA). These tablets were used for mobile survey sampling, 
reducing the need for data to be manually inputted into the survey collection software.  
While doing survey collection, participants are given an option of paper or digital survey 
(using the tablets). The researcher would give a quick tutorial to each digital survey taker about 
how the tablet functioned and how to navigate through the survey. If there were any questions 
from the participants, researchers were available to assist with tablet use or question clarification. 
Participants were also encouraged upon completion to share the survey with their friends who fit 
the inclusion criteria. A larger font (size 16) was used to aid in the ease of reading the survey 
questions. Also, for those using the tablets, the screens could zoom-in on the questions to 






Collection and Data Analysis: 
Primary data related to the recent and lifetime sexual behaviors among older adults were 
collected by the author and two research assistants. The survey software, QualtricsXM, has data 
analysis and visualization tools that were utilized. The data were analyzed using SPSS® version 
26 for the quantitative data analysis. The data collected does not contain names or personal 
identifiers to ensure participants’ anonymity. The only identifying information collected from the 
participants is age and zip code.  
The demographic data of the study are used to examine the reported sexual behaviors 
over the past four weeks and reported lifetime behaviors. Prevalence rates were used to illustrate 
rates of HIV testing and other dichotomies behavioral variables using adjusted odds ratios (OR). 
The chi-square (χ2) test was used for conducting comparisons of categorical variables among 
groups. The calculated p-values were then compared with a standard alpha level (0.05) to 
determine statistical significance. P-values less than 0.05 were considered statistically 
significant, and data were reported with 95% confidence intervals (low and high).  In the sample, 
categorical variables were reported as percentages in tables, categorized by gender. This data 
was analyzed separately by gender using chi-squares tests. Multivariate logistic regressions were 
used to assess the ordinal data related to sexual health outcomes collected from participants.  
 Dummy variables were created for demographic variables (Marital Status, Age, Sex, 
Education, Religion, and Income). The demographic characteristic variables are included in the 
model to assess for confounding variable effects.  Self-reported HIV risk and Sexual orientation 
were also recoded into dichotomous variables for analysis. Appendix D contains the recoded 




 Table 2. Statistical Analysis Plan for Research Questions 
Research Question Variables 
Statistical 
Analysis 
1. What are the self-
reported sexual behaviors of 
adults 65 and older living in 
Southern Nevada?  
  
• 24 Behavioral Variables 
• Self-Reported Lifetime and Recent 






2. What are the risk and 
protective behaviors related 
to sexual health in the 65 
and older adults living in 
Southern Nevada?  
  
• Hormone therapy (IV) and recent 
sexual behavior (DV) 
• Erectile dysfunction medication 
(IV) and recent sexual behavior 
(DV) 
• Religion (IV) and lifetime STI 
infection incidence (DV) 
Risk Factors (IV) and Self-Reported HIV 
risk (DV):  
• Alcohol or drugs before last sex 
(IV)  
• Paid or Been Paid for Sex (IV)  
• Lifetime STI Diagnosis (IV)  
• Multiple Sex Partners (IV)  
• Marijuana Use (past 30 days) (IV)  
• Condom Use Last Vaginal Sex (IV)  
• Condom Use Last Anal Sex (IV)  
• Condom Use Last Oral Sex (IV)  
• Men who have sex with Men (IV)  
• Age 










Ratios (95% CI) 
3. What are the self-
reported knowledge, skills, 
& attitudes related to sexual 
health and sexuality 
education in the 65 & older 
adults living in Southern 
NV? 
• Seven educational topics of interest 







CHAPTER FOUR. RESULTS      
Participant Demographics 
Survey distribution type 
Two hundred seventy-two people participated in this sexual health survey research. Only 
234 of the 272 fit the inclusion criteria and had surveys that were at least 45% or more 
completed. Of the 234 valid surveys collected, 42 (17.9%) respondents completed the paper 
version, and 192 (81.1%) completed the digital survey using a computer or tablet. The researcher 
inputted the completed paper surveys into QualtricsXM. Due to the sensitive nature of the 
questions, participants were able to skip questions in the survey. These demographics are 
illustrated in Table 4. 
Participant’s Self-Reported Sex 
Of the total participants, 63.5% self-identified as women, and 36.5% self-identified as 
men. 
Age 
The age range of respondents is a minimum age of 65 and a maximum age of 88. The 
average age of respondents was 73.3, with a standard deviation of 5.76. Any participants that 
were under 65 years of age were excluded from the final data set. As illustrated in Table 3, the 
most frequent age range that took the survey were 70-74 years of age (32.1%), followed by the 













65-69 n=72 30.8% 
70-74 n=75 32.1% 
75-79 n=52 22.2% 
80-84 n=23 9.8% 




The majority of the respondents identified as White (83.6%). The second highest group 
was Black or African Americans (7.8%). Asian (2%), Latino/Hispanic (2.9%), American Indian 
or Alaska Native (1.6%), Native Hawaiian or Pacific Islander (0.9%), and 1.2% reporting other.  
Marital Status 
Marital Status of respondents varied widely. 39.2% were married, 24.9% were divorced, 
22.8% were widowed, 5.9% never married, 4.6% were a member of an unmarried couple, 2.1% 
were separated, and 0.42% were in a domestic partnership or civil union.  
          Sexual Orientation 
A total of 88.6% of the sample reported being heterosexual. In addition, 6.4% were 
homosexual males, 1.7% were bisexual, 0.42% were lesbians. Only 3% of the sample preferred 






The majority of the samples were cisgender participants. The sample had one transgender 
respondent (.4%), who identified as a transman.  
Yearly household income 
A total of 20.3% of respondents reported an income of $120,000 or more. The second 
largest group (17.8%) reported a yearly income of $30,000 to 49,999. Respondents who were 
making less than $29,999 accounted for 14.8% of the sample. These numbers illustrate the wide 
range of incomes in this age group, many of which may be fixed-retirement or social security 
income.  
Religious beliefs  
As for religious preference, 24.9% stated None as their religious preference. Protestant 
(16.9%), Catholic (15.2%), Christian (12.7%), and Jewish (12.24%) were the top four religions 
identified by respondents in the sample. Over 15 different religious identities were present in the 
respondents of the survey.  
Highest Level of Education 
The educational obtainment of the participants was higher than the national average. 
People with master’s degrees made up the majority of the sample (27.9%). Followed by 
Bachelor’s degrees (25.7%) and some college (21%.) Only 4.6% reported having obtained 
Doctoral degrees. 3.4% had professional degrees (JD., MD), and 1.3% attended trade school.  
.8% reported not finishing high school. This higher level of reported education maybe because of 
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Research Question 1      
Sexual Behaviors      
Self-reported Partner Status (Within 12 months) 
The research data reveals 43.7% of respondents reported no sexual partners in the past 12 
months. The data from the sexual behavior inventory revealed that the most common sexual 
behavior was kissing. A total of 86.3% of respondents reported kissing over their lifetime. 
Kissing is a low-risk partnered sexual activity that can also be an essential part of intimacy, even 
when penetrative sexual behaviors are not possible.  
Non-penetrative behaviors were reported with high frequency. Giving stimulation with 
hands was reported with a lifetime rate of 75.6%; receiving stimulation was nearly identical, with 
75.2% lifetime. Giving oral sex had a 76.5% lifetime rate. Receiving oral sex was reported at a 
slightly low rate, with lifetime reported at 72.2%.  
      
In the sample, 47.3% reported one partner in the past 12 months, 3% stated they had two 
partners, 0.6% had three partners, 1.2% had four partners, 3.6% had 5-10 partners, and 0.6% had 
11-20 partners. When asked about the sex of their sex partners in the past 12 months, 30.3% had 
sex exclusively with males, 26% had it exclusively with females, and 1.8% reported it with both 
males and females.  
Self-reported Recent Behavior (Within the past four weeks) 
Kissing was also reported as the most common recent behaviors. A total of 46.2% of 




Non-penetrative sex, like hand stimulation of genitals and oral sex, was also common. 
27.8% reported recently giving stimulation with hands, and 27.4% reported receiving stimulation 
with hands. Rates of recent giving of oral sex were reported at 22.6%, and receiving oral sex was 
reported by 20.1% of the sample. In both of these groups of non-penetrative sexual behaviors 
(hand stimulation and oral sex), recent rates were reported much lower in women than in men, by 
at least half of the rates as men. The data is illustrated in Table 5 and Table 6. Lifetime behavior 
rates are in Tables 7 and 8.  
Respondents were asked about how much they enjoyed recent (past four weeks) sexual 
activity without penetration. Though 37% reported not participating in that type of behavior, 
48.6% reportedly find it very enjoyable. 11.4% stated it was moderately enjoyable, 1.9% found it 
slightly enjoyable, and 1% reported it not being enjoyable.   
Within the data collected, 34.4% reported having engaged in sexual intercourse (vaginal 
or anal) in the past four weeks. When asked about the frequency of vaginal penetration in the 
past four weeks, 43% stated they had not participated in the behavior. Of those who did, 18.6% 
reported once to twice a month, 17.5% reported 3-4 times a month, 7% reported 5-8 times, 1.8% 
9-12 times, 0.9% reported 12-16 times, and 0.9% reported more than 16 times a month. 
The frequency of anal pleasuring and penetration was far less than vaginal penetration. 
91.4% reported not participating in recent (past four weeks) anal sex. 3.8% reported once or 
twice a month, 1.9% reported 3-4 times a month, 1.9% 5-8 times, and 2.9% reporting 9-12 times. 
Oral to anal sex (giving) was reported by 3.8% in the past four weeks and 17.1% over their 





Solo Sex, Accessories, and Technology 
Self-pleasuring, or masturbation, was the second most common behavior reported, with 
38.5% reporting masturbation in the past four weeks and 77.8% reporting it over their lifetime. 
The use of sex toys, such as vibrators, dildos, or masturbation sleeves, was reported as a recent 
behavior in 20% and a lifetime behavior for 49.6% of participants. The use of lubricant during 
sexual stimulation (alone or with a partner) was reported as a recent behavior in 24.4% of 
participants and 63.2% over the lifetime.  
As illustrated, the use of technology for pleasure, such as watching sexually explicit 
videos or watching webcams, was also reported. In total, 13.7% reported recently watching 
explicit video/DVDs, with a 56.8% lifetime rate. Webcam watching was much lower, with 3% 
recent and 5.6% lifetime behaviors reported. Sending and receiving digital nude or semi-nude 
photos, also known as sexting, was reported by the population. Recent sexting was reported by 




Table 5. Sexual Behavior Inventory (Recent behavior within the past four weeks) Part 1 
 
Sexual Behavior ª 






N % N %  
Kissing 53 62.4 55 36.9 <.001 
Masturbation/Self-Pleasure 47 55.3 43 28.9 <.001 
Give Sexual Stimulation to Someone with a Hand 36 42.4 29 19. <.001 
Receive Sexual Stimulation from Someone by Hand 36 42.4 28 18.8 <.001 
Oral Sex (Giving) 33 38.8 20 13.4 <.001 
Oral Sex (Receiving) 33 38.8 14 9.4 <.001 
Penis-Vagina Intercourse 28 32.9 22 14.8 0.001 
Penis-Anal Intercourse 7 8.2 2 1.3 .008 
Oral-Anal Sex (Giving) 6 7.1 3 2.0 0.054 
Oral-Anal Sex (Receiving) 4 4.7 2 1.3 0.117 
Using Sex Toys (Vibrators, Dildos, Masturbation Sleeves) 19 22.4 28 18.8 0.513 
Used Lubrication During Sexual Stimulation (Alone or with a Partner) 28 32.9 29 19.5 0.021 




 Table 6. Sexual Behavior Inventory (Recent behavior within the past four weeks) Part 2 
 Sexual Behavior ª  





N % N %  
Sending/Receiving Digital Nude/Semi-Nude Photos 19 22.4 6 4.0 <.001 
Watching Sexually Explicit Videos/DVD's 29 34.1 3 2.0 <.001 
Watching Sexually Explicit Webcams 4 4.7 3 2.0 0.245 
Wearing Sexy Lingerie/Underwear 6 7.1 12 8.1 0.784 
Public Sex (Exhibitionism) 1 1.2 4 2.7 0.443 
Role-Playing 6 7.1 6 4. 0.312 
Tying/Being Tied Up 4 4. 4 2. 0.413 
Spanking 6 7.1 4 2.7 0.112 
Playful Whipping and/or Flogging 4 4.7 5 3. 0.605 
Having Engaged in Threesomes 1 1.2 4 2.7 0.443 
Group Sex 2 2.4 5 3.4 0.665 
Sex Parties 1 1.2 5 3.4 0.310 




Table 7. Sexual Behavior Inventory (Lifetime Behavior) Part 1 
 
      
Sexual Behavior ª  






N % N %  
Kissing 77 90.6 125 83.9 0.152 
Masturbation/Self-Pleasure 77 90.6 105 70.5 <.001 
Give Sexual Stimulation to Someone with a Hand 69 81.2 108 72.5 0.136 
Receive Sexual Stimulation from Someone by Hand 69 81.2 107 71.8 0.111 
Oral Sex (Giving) 74 87.1 105 70.5 0.004 
Oral Sex (Receiving) 67 78.8 102 68.5 0.089 
Penis-Vagina Intercourse 65 76.5 115 77.2 0.901 
Penis-Anal Intercourse 38 44.7 43 28.9 0.014 
Oral-Anal Sex (Giving) 22 25.9 18 12.1 0.012 
Oral-Anal Sex (Receiving) 19 22.4 24 16.1 0.235 
Using Sex Toys (Vibrators, Dildos, Masturbation Sleeves) 44 51.8 74 48.3 0.612 
Used Lubrication During Sexual Stimulation (Alone or with a Partner) 57 67.1 91 61.1 0.361 




 Table 8. Sexual Behavior Inventory (Lifetime Behavior) Part 2 
 Sexual Behavior ª  







N % N %  
Sending/Receiving Digital Nude/Semi-Nude Photos 33 38.8 17 11.4 <.001 
Watching Sexually Explicit Videos/DVD's 67 78.8 66 44.3 <.001 
Watching Sexually Explicit Webcams 7 8.2 6 4.0 0.176 
Wearing Sexy Lingerie/Underwear 14 16.5 71 47.7 <.001 
Public Sex (Exhibitionism) 16 18.8 14 9.4 0.038 
Role-Playing 18 21.2 21 14.1 0.162 
Tying/Being Tied Up 14 16.5 15 10.1 0.153 
Spanking 14 16.5 14 9.4 0.109 
Playful Whipping and/or Flogging 12 14. 10 6.7 0.062 
Having Engaged in Threesomes 25 29. 21 14.1 0.005 
Group Sex 16 18.8 19 12.8 0.002 
Sex Parties 15 17.6 19 12.8 0.005 




Public Sex, Non-Monogamy, and BDSM-Related Behaviors 
Several questions explored the diversity of sexual behaviors, including social sexual 
situations like public sex or group sex, and BDSM-related behaviors. Public sex behaviors were 
reported to be recent in 2.1% of the participants but had a lifetime rate of 12.8%. 2.1% reported 
recently having a threesome, while the lifetime rate was much higher at 19.7%. Only 3% of 
participants reported recent group sex, but the lifetime rate was 15%. Social sex situations like 
sex parties were recently reported by 2.6% of the participants, and 14.5% had experienced a sex 
party within their lifetime.  
Bondage, Dominance, Sadism, and Masochism (BDSM) behaviors were also assessed by 
the survey. Respondents reported recent role-playing in 5.1%, with 16.7% lifetime experience. 
Recent experience with bondage accounted for 3.4% of the sample with a lifetime rate of 12.4%. 
Spanking was slightly higher, with a recent rate of 4.3% and a lifetime rate of 12%. Playful 
whipping and flogging were recently reported in 3.8%, with 9.4% reporting this behavior over 
the lifetime. Though the rates are lower than the more common sexual behaviors, they are still 
present in the sample. The notable diversity of sexual behaviors in older adults illustrates a wide 




Table 9. Sexual Behavior and Attitudes 




In the past month, have you 
engaged in sexual 
intercourse? 
Yes 75 32.3% 
No 157 67.7% 
Over the last four weeks, in 
general, how often have 
you taken part in sexual 
activity with vaginal 
penetration? 
I did not take part in this 
sexual activity 
47 44.8% 
Once/Twice 21 20.0% 
3-4 times 26 24.8% 
5-8 times 8 7.6% 
9-12 times 2 1.9% 
>16 times 1 1.0% 
Over the last four weeks, in 
general, how often have 
you taken part in sexual 
activity with anal 
penetration? 
I did not take part in this 
sexual activity 
98 89.9% 
Once/Twice 5 4.6% 
3-4 times 2 1.9% 
5-8 times 3 2.8% 
9-12 times 1 0.9% 
Over the last four weeks, in 
general, how much did you 
enjoy sexual activity 
without vaginal or anal 
penetration (stimulation 
with hands, heavy petting, 
or oral sex)? 
I did not take part in this 
type of sexual activity 
39 37.1% 
Not enjoyable 1 1.0% 
Slightly Enjoyable 2 1.9% 
Moderately enjoyable 12 11.4% 
Very Enjoyable 51 48.6% 
Over the past four weeks, 
how OFTEN did you 
become sexually aroused 
(swollen, erect, or 
lubricated) during sexual 
activity or intercourse? 
No sexual activity 33 31.4% 
Almost always or always 42 40.0% 
Most times (more than half 
the time) 
14 13.3% 
Sometimes (about half the 
time) 
11 10.5% 
A few times (less than half 
the time) 
2 1.9% 
Almost never or never 3 2.9% 




how satisfied were you 
with your ability to reach 
orgasm (climax) during 
sexual activity (including 
masturbation) or 
intercourse? 
Very satisfied 41 39.0% 
Moderately satisfied 19 18.1% 
About equally satisfied and 
dissatisfied 
7 6.7% 
Moderately dissatisfied 4 3.8% 
Very dissatisfied 4 3.8% 
Over the past four weeks, 
how satisfied have you 
been with the amount of 
emotional closeness during 
sexual activity between you 
and your partner(s)? 
No Sexual Activity 37 35.2% 
Very satisfied 44 41.9% 
Moderately satisfied 11 10.5% 
About equally satisfied and 
dissatisfied 
9 8.6% 
Moderately dissatisfied 2 1.9% 
Very dissatisfied 2 1.9% 
Over the last four weeks, 
how often have you 
initiated sexual activity 
with your partner? 
Not at all 30 28.6% 
Rarely 9 8.6% 
Sometimes 18 17.1% 
Often 26 24.8% 
Very Often 12 11.4% 
Over the past four weeks, 
how satisfied have you 
been with your sexual 
relationship with your 
partner(s)? 
No Current Partner 26 24.8% 
Very Satisfied 47 44.8% 
Moderately satisfied 13 12.4% 
Neither satisfied nor 
dissatisfied 
10 9.5% 
Moderately dissatisfied 5 4.8% 
Very dissatisfied 4 3.8% 
Over the last four weeks, 
did you feel good about 
yourself when you were 
sexually active (including 
masturbation)? 
I did not take part in sexual 
activity 
32 30.5% 
Not at all 3 2.9% 
Slightly 3 2.9% 
Moderately 15 14.3% 
Very 52 49.5% 
Valid 105 100.0% 







Research Question 2 
Protective Factors:      
Health Care Experiences 
In the research sample, 96.5% reported current enrollment in Medicare. Since everyone 
in the sample reported to be over 65, some of the respondents may not be eligible for Medicare 
due to immigration status or not being a legal resident residing in the US for at least five years 
per Medicare qualification criteria (Medicare, 2020).   
Doctor-Patient Communication about Sexual Health-When asked if the respondent’s 
doctor has ever talked to them about their sexual health, 31% said yes, 62.3% said no, and 6.8% 
of them reported not being able to remember.   
Respondents were also asked if they felt comfortable talking to their doctor about sexual 
health care, and 61.5% reported almost always or always feeling comfortable. Only 18.7% 
reported almost never or never feeling comfortable. Though some felt uncomfortable, the high 
number of people willing and comfortable talking to their doctor about sexual health care was 
much higher than the 31% of people who had doctors who brought it up during the visit.  
Overall Health  
 Physical Activity- The majority (81%) of respondents reported participating in physical 
activities or exercise in the past month.  
 Physical Limitations- When asked, “Do you have any conditions that substantially limits 
one or more basic physical activities such as walking, climbing stairs, reaching, lifting or 




a walker, walking cane, or wheelchair regularly. When asked about recent (past four weeks) 
sexual intercourse, 22.6% of those who reported physical limitations had recently had sex. Only 
10% of those regularly using walkers or canes reported recent sex.  
 Chronic Health Condition- The majority (77%) of the sample reported having a chronic 
health condition. The most commonly reported chronic health condition was hypertension 
(n=110), followed by arthritis (n=43) and anxiety (n=43) and depression (n=40). Only 58 
respondents (23%) stated they did not have a chronic health condition.  
Cancer diagnosis- Cancer diagnosis was reported in 33% (n=82) of the sample, with the 
most common types of cancers being skin cancer (n=40) and breast cancer (n=13). Of those 
reporting a cancer diagnosis, 25.6% reported recent sexual activity, lower than the sample 
average of 34.4%.  
Pain during sex- Pain during sex was not a common occurrence reported by the 
respondents. 2.37% of respondents almost always or always experienced pain during or 
following sexual penetration. These respondents were all female. Most people (39%) reported 
almost never or never having pain. Only one respondent, a female, reported being worried or 
anxious about pain enough not to want to engage in sexual behavior. Painful orgasms were rare, 
with only two respondents (.9%) reporting it very often was painful, and 8% reporting it rarely or 
sometimes was painful, with no differences across the sexes.   
Level of desire- Respondents were asked how many times in the past four weeks, they 
have thought about sex. 19.5% reported not thinking about it at all. 44.7% reported thinking 
about it 1-10 times. 22.6% selected 11-30 times, 11.5% 31-100 times, and 1.8% reported 100 




Level of Arousal- When asked about how often the respondents became sexually aroused 
(swollen, erect, or lubricated) during sexual activity, 30.6% of the sample (49% of men and 51% 
of women) reported almost always or always becoming aroused. 11.7% reported arousal most 
times (more than half the time), 7.7% reported sometimes (about half time), 3.5% reported a few 
times (less than half), and 5.9% reported almost never or never becoming aroused.  27% reported 
being very satisfied with their ability to reach orgasm, 18% moderately satisfied, 5% equally 
satisfied and dissatisfied, and 7% reporting moderate or very dissatisfied [See Table 9].  
Prescription and Illegal Drug Use 
In Table 10, rates of respondents using hormone therapy and erectile dysfunction drugs is 
illustrated. Also, the reported use of medication for anxiety and depression is examined. Very 
few respondents (1.3%) reported using illegal drugs, but 8.9% reported using injectable 
prescription drugs, like insulin.  
Cannabis Use 
 Nevada has legal medicinal and recreational cannabis, with many dispensaries and CBD 
stores available all over Clark County, NV. Rates of cannabis use, including CBD and/or THC, 
were reported. 24.6% of the total respondents said that they had used cannabis in the past 30 
days, with 44.6% using it for medicinal purposes, 17.9% using it for non-medical (recreational) 
purposes, and 37.5% reported using it for both medical and non-medical reasons. The results are 











Question N % N % 
In the past year, have you had any 
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0.822 
In the past year, have you or your 
partner used erectile dysfunction 
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In the past year, have you been on 
other illegal recreational drugs (ex. 












































Drugs and Alcohol during last sexual encounter 
Use of drugs and alcohol when having sex is considered a risk factor for STI/HIV 




respondents reported using drugs or alcohol during their last sexual encounter. There was no 
significant difference between groups divided by sex.   
Condom Use 
Condom use during oral sex was reported by two respondents (1%). Condom use during 
vaginal sex was 7.4% and 3.8% for anal sex.  
Multiple sex partners in a year 
Most of the sample reported one or fewer sex partners in the last year (93.5%). The CDC 
indicates that four or more sex partners in a year are a risk factor for HIV and STI infection 
(CDC, 2016). Of the respondents, .9% reported 4 partners, 2.5% reported 5-10 partners and .9% 
reported 11-20 partners.  
Men who have sex with men 
 The number of homosexual men is the sample is 14 (6%), but only 6 of them reported 
being sexually active in the past month.  When asked if they used a condom during their last 
sexual encounters, six of the eight homosexual men said that they used a condom during anal 
sex. Condom use during oral sex was not reported by any homosexual men.  
Lifetime history of STI infection 
Of those who responded, 28.5% of participants stated they had an STI infection at some 






HIV Testing (Lifetime)  
Of the 218 respondents, 31% reported yes to lifetime HIV testing, and 68.9% reported 
not getting tested.  When examined by gender, 46.3% of men and 22.4% of women reported 
getting HIV tested.  
Self-reported Risk 
Respondents were asked to rate their self-reported risk of STDs, HIV, and their partner’s 
risk for HIV. When asked about their risk of getting infected with an STD, 69.3% reported no 
risk at all, 19.5% small risk, 4.5% moderate risk, 6.7% great risk. Self-reported risk of getting 
infected with HIV was lower than the previous questions, with 73% reporting no risk at all, 19% 
small risk, 3.5% moderate risk, 4.6% great risk. Participants were asked how much risk do they 
think their sex partner(s) has for getting infected with HIV, and 78% stated no risk at all, 16.5% 
small risk, 0.7% moderate risk, 4.8% great risk. 
Sex Work      
One of the questions examines the HIV/STI risk factor of sex work. Participants were 
asked the question, “have you ever had sex with a person you paid or who paid you for sex?” Of 
the respondents, 17.3% (n=38) stated yes. Of these participants, 94.7% were male, and 5.3% 
were female. Because of the way the question was worded, it is unclear if they paid or were paid, 
but either way, it indicates increased HIV/STI risk.       
Research Question 3 
Recent Attitudes 
Participants were asked about how important is it to have an enjoyable sex life. 37.4% 




important, 17.6% reported it being slightly important. Lastly, 15.8% reported it not at all being 
important to have an enjoyable sex life. 
Self-esteem and its relationship to sexual activity were also assessed. Respondents were 
asked if they felt good about themselves when they were sexually active. Most respondents 
(35%) reported being feeling very good about themselves. 15.1% stated they felt moderately 
good, 6.7% stated feeling slightly good, and 2.2% reported not at all feeling good about 
themselves when sexually active.  
Satisfaction in Relationships 
Satisfaction, both sexual and emotional, in relationships, can have an impact on the 
overall sexual relationship. Respondents were asked how satisfied have they been with their 
sexual relationship with your partner(s). 25.3% reported being very satisfied. 9.3% were 
moderately satisfied, 8% were neither satisfied nor dissatisfied, 5.3% were moderately 
dissatisfied, and 4.4% were very dissatisfied. In terms of emotional satisfaction and closeness, 
29.3% reported being very satisfied with the emotional closeness during sexual activity. 8.4% 
Moderately satisfied, 6.6% equally satisfied and dissatisfied, 3% moderately dissatisfied, and 
only 1.2 % report being very dissatisfied.  
HIV Knowledge/Skills 
 Three questions were asked to assess the participant's knowledge of HIV transmission 
risk. Most of the respondents answered the questions correctly, with less than 2% of respondents 





Sexuality Education Topics of Interest 
Sex education for older adults is not a common educational topic. Desire to learn about 
sexuality topics was assessed in the research. Seven options for sexuality education topics were 
presented in the survey. Of these seven options, the top three that participants were interested in 
learning more about was Sexual Function, Aging Bodies and Sexuality (57.5%), Sexual 
Communication (50.3%), and Dating and Older Adults (47%). Notably, Safer Sex (Condoms and 
barrier methods) was the least selected topic, with only 16.5% indicating interest. Significant 
differences between gender are illustrated in Table 11.  
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Research Question 1: 
 Among 234 total survey participants, male constitutes nearly 37% (85 out of 234, Table 
7) of the sample population. There were significant differences in the reported frequencies of 
certain lifetime behavior variables across genders. Compared to females, males were 
significantly more likely to engage in self- pleasure (90.6 vs. 70.5; p <0.001), oral sex (87.1% vs. 
70.5%; p = 0.004), penis-anal intercourse (44.7% vs. 28.9%; p = 0.014), and oral-anal sex 
(25.9% vs. 12.1%; p = 0.012, Table 7) activities.  
Research Question 2: 
In research question two, protective and risk factors were examined. Protective factors 
related to self-reported religiosity were examined as outcome/response variables (Table 12). 
Other demographic variables were also included in the model (sex, age, income, marital status, 
education, and religion).  The self-reported religiosity variable was recoded into binomial 
variables with 1= no religion, and  2= has a religion. Upon conducting a bivariate logistic 
regression, it was found that participants who reported religiosity were  63% less likely to report 
a lifetime STI infection; however, the results were insignificant (OR = 0.573;CI 0.720, 1.214 p = 













95% CI   P-value 
Religion  
 
0.573 0.720, 1.214 0.146 
Sex (male) 0.665 0.338, 1.308 0.237 
Age 1.048 0.988, 1.112 0.121 
Marital Status 
(Reference category- Married) 
Previously Married 
Never married 




















(Reference category-High School 
degree or less) 
Less than four years of college 
Bachelors degree 

















































** indicates significant p-value < 0.05 
 
 
In table 13, cannabis use and sexual behavior were analyzed, along with other 








95 % CI  P-value 
Recent Cannabis Use  
 
1.006 0.449, 2.256 0.988 
Sex (male) 0.232 0.107, 0.504 <0.001** 
Age 1.097 1.022, 1.179 0.011** 
Marital Status 
(Reference category- Married) 
Previously Married 
Never married 






















School degree or less) 
Less than four years of college 
Bachelors degree 














































Religion 0.436 0.189, 1.003 0.051 






used cannabis in the last 30 days were 1.006 times more likely to have engaged in recent sex 
(OR 1.006; 95% CI 0.449, 2.256; p = 0.988, Table 13), in the last four weeks, although the 
results were statistically insignificant (p= 0.988). Religion and unmarried were moderately 
significant in the model, with p-values of 0.051 and 0.057. 
Certain prescription medications can assist in sexual health and functioning for some 
individuals who may be experiencing erectile dysfunction or other hormonally-related 
dysfunction or sexual health issues. The use of these types of medical interventions influences 
the ability and desire for people to engage in certain sexual behaviors. The data on these 
variables are illustrated in Tables 14 and 15.  
The use of erectile dysfunction medication was strongly significantly associated with an 
increase in the likelihood of recent sex. Participants who used erectile dysfunction medication 
were 3.625 (95% CI 1.501, 8.750; p <0.004, table 14) times more likely to have engaged in 
recent sexual behavior. The sex of participants, age, marital status (married and never married) 
were also significant in the model. Religion was moderately significant in the model, with a p-








 Table 14. Adjusted Odds Ratio of Erectile Dysfunction Medication and Recent Sexual Behavior  
Variable Adjusted 
Odds Ratio  
95 % CI  P-value 
Erectile Medication  3.625 1.501, 8.750 <0.004** 
Sex (male) 0.236 0.106, 0.524 <0.001** 




























High School degree or 
less) 
Less than four years of 
college 
Bachelors degree 




























Less than $29,999) 
$30,000-69,999 
$70,000-119,999 



















Religion 0.478 0.200, 1.142 0.097 
** indicates significant p-value < 0.05 
 
Participants who use hormone therapy were 1.45 times (OR 1.447; 95% CI 0.551, 3.802; 
p =0.453, table 15)  more likely to have reported recent sex, although the results were not 




status (married and never married) were also significant in the model, illustrating confounding 
variable influence in the overall model. Religion was moderately significant in the model, with a 
p-value of 0.093. 
 
 
Table 15. Adjusted Odds Ratio of Hormone Therapy and Recent Sexual Behavior  
Variable Adjusted 
Odds Ratio 
95 % CI  P-value 
Hormone Therapy  
 
1.447 0.551, 3.802 0.453 
Sex (male) 0.236 0.106, 0.524 <0.001** 
Age 1.092 1.016, 1.174 0.017** 
Marital Status 
(Reference category- Married) 
Previously Married 
Never married 


















(Reference category-High School 
degree or less) 
Less than four years of college 
Bachelors degree 





































Religion 0.480 0.203, 1.132 0.093 




The multivariate logistic regression analyzed the model examining the effect of self-
perception of HIV risk (dependent variable) and other independent high-risk variables (number 
of sex partners, drug or alcohol use, lifetime STI, paid or been paid for sex, marijuana use, 
condom use (vaginal, anal), and men who have sex with men) [Table 16]. A dummy variable 
was used to transform the 4-point Likert scale (no risk, small risk, moderate risk, or high risk) to 
a dichotomic variable 1= no risk, 2 = risk reported (DV) [Appendix D]. The eight risk factor IV’s 
were analyzed in a multivariate regression with the DV.  Six additional demographic variables 
(sex, age, income, marital, education, and religion )were included in the model to account for 
influence on the risk variables. Only the demographic variables were significant in the model, 
indicating that age (OR 0.871, 95% CI 0.798, 0.961), p = 0.006) was a confounding variable in 
the model. The confounding variables (age) have an impact on the risk factor IVs and the DV, as 





Table 16. Multivariate Logistical Regression of Risk Factors for Self-Preported HIV Risk 
HIV Risk Factors  Adjusted Odds 
Ratio 
95% CI P-value 
(** indicates significant          
p-value < 0.05) 





























High School degree 
or Less) 
Less than four years 
of college 
Bachelors degree 




























Less than $29,999) 
$30,000-69,999 
$70,000-119,999 



















Religion 0.704 0.232, 2.137 0.535 
Sex  3.095 0.954, 10.035 0.060 
Alcohol or drugs 


































































Research Question 3: 
 Participants were asked about their attitudes and interests related to sexuality education 
targeted to older adults. As illustrated in Table 11, seven topics were presented. Gender 
differences in sexuality education topics interest were significant (p< 0.05) in all seven topics. 
Men consistently reported higher interested in sexuality education than women did. This 






CHAPTER FIVE. DISCUSSION 
The purpose of this study is to explore the sexual behaviors of older adults age 65 years 
or older in Southern Nevada, examine the protective and risk factors related to sexual health, and 
identify the sexual health educational needs. The analysis of this study provides an illuminating 
look into the private sex lives and behaviors of older Nevadans in a way that has previously not 
been investigated. Participants responded to the anonymous survey in digital or paper formats. 
None of the surveys were administered over to the phone or read out loud to any participants as 
these collection methods were never requested by any prospective participants. Utilizing the 
amalgamated survey tool, previously validated questions from the BRFSS, GSS, FSFI, 
VOICES/VOCES Pretest, Sexual Diversity in America Survey, and Changes in Sexual 
Functioning Questionnaire, the researcher was able to acquire this novel exploratory data from 
this target population.  
 The survey was primarily administered in older adult educational settings and the City of 
Las Vegas recreation facilities. The UNLV Osher Lifelong Learning Institute (UNLV OLLI) 
provided the most support, actively sending out recruitment information in their digital 
newsletter and allowing the researcher to conduct four days of on-site survey collection. Four 
days of survey collection were also completed at three different Las Vegas Senior Centers, two 
of which were with the Red Hat Ladies Society.        
 The level of participation from UNLV OLLI is visible in the demographics of the people 
who completed the survey. Lifelong learning and continued academic engagement are more 
commonly an interest in people who have already invested themselves in educational endeavors; 
therefore, the majority of the participants have master’s or bachelor’s degrees. Also, the income 




responded were not representative of the general population and had a lack of representation 
from several ethnic backgrounds (Latino and Asian), with 84% of them reporting to be 
Caucasian. Limited sample population diversity is a limitation that will be discussed in greater 
depths at the end of chapter five.  
Research Question # 1 What are the self-reported sexual behaviors of adults 65 and older living 
in Southern Nevada?  
 To date, in scientific literature, few studies have explored older adult’s sex lives. This 
research provides more information about the diverse types of sexual behaviors in the older adult 
population for scientific literature. The data illustrated that about one in three people, 65 and 
older in Nevada, have engaged in recent sexual behavior, most often intercourse or self-
pleasuring. With this information, health educators, doctors, and gerontologists can gain a better 
understanding as to the frequency and diversity of sexual behavior in this population and how to 
improve their sexual health and overall quality of life.  
 The lifetime behavior inventory illustrated a culmination of sexual experiences across the 
participant’s lifespan, even if they were not participating in any recent behavior. The rates of 
anal sex (penetrative and oral-anal stimulation), use of sex toys, and sending explicit pictures 
(sexting) illustrates how common some of the behaviors are, even in older adults. Non-
monogamous relationships and social sex, like public sex, multi-partner sex, and group sex was 
less common, but still significant in the sample. Data related to Bondage, Dominance/Discipline, 
Sadism/Submission, and Masochist (BDSM) behaviors are higher than the researcher 
anticipated, in both the recent and lifetime behaviors reported. This data paints an intimate 
portrait of the types of behavior that give pleasure, but also behaviors with elevated sexual health 




 While administering the survey, the researcher noted anecdotal reactions from survey 
participants to the sexual behavior inventory questions. Many giggled while filling it out, while 
one participant stated, “Is this an inventory or a wish list? I feel so boring.” Only a few of the 
older adults who interacted with the researcher stated, “Why would you be interested in this? No 
one cares about that kind of stuff at this age.” Also, some of the participants verbally expressed 
gratitude that someone was asking these types of research questions and trying to change how we 
talk about sexuality and aging, stating, “This stuff is important. I’m glad someone is asking about 
it.”  
Knowledge about older adult sexuality needs to be provided to the professionals that 
work with geriatric communities. Issues related to embarrassment, discomfort in talking about 
sexuality, or assumption of asexuality or celibacy due to age needs to be addressed and resolved 
in the ever-growing communities of older adults. The assumption of celibacy or asexuality of 
older people creates a barrier to medical interventions, STI/HIV testing, or medications that 
could assist in the sexual health of the patient. 
Some people are not comfortable with these topics, but it is not inappropriate to ask these 
basic sexual health questions in the context of a medical or therapeutic setting instead of 
mistakenly assuming the behavior (or lack of sexual desire) of an older adult. Addressing these 
topics in a respectful, medically-informed, non-judgmental way could provide a higher quality of 






Research Question # 2: What are the risk and protective behaviors related to sexual health in the 
65 and older adults living in Southern Nevada?  
 The data indicates that 32% of the sample had recent sexual interactions, but most of the 
sample did not. This lack of sexual behavior is a protective factor due to no sexually-risky 
interactions. Many of the respondents’ recent celibate experiences were not voluntary. During 
conversations, while collecting survey data, it appeared that many older adults wanted a 
relationship or a companion but had no success in finding love since a divorce or the loss of their 
previous partner. Some had experienced multiple failed attempts at dating and felt discouraged. 
The researcher noted that every time research was held in an on-site venue, participants of both 
sexes (mostly women), asked the researcher if they could provide contact information to any of 
these sexually active seniors because they would love to meet someone. One respondent wrote 
on the last page of her paper survey, “I need a MAN.” This anecdotal statement illustrates the 
desire to meet each other is there, but the access to this kind of relationship-oriented 
programming is limited. Creating a space or program in senior recreation or senior living spaces 
to support social connections and potential intimate relationships could improve some of the 
loneliness problems for older people.  
 Previous sexual health research indicates that one of the significant barriers to health care 
is access to insurance. For most aging adults in the U.S., Medicare becomes the primary insurer 
at the age of 65, effectively removing this significant barrier to health care access. In the research 
sample, 96.5% reported current enrollment in Medicare. Since everyone in the sample reported 
to be over 65, some of the respondents may not be eligible for Medicare due to immigration 
status or not being a legal resident residing in the U.S. for at least five years per Medicare 




through Medicare, but most are unaware that Medicare covers STI/HIV testing and many sexual 
health services. The researcher notes that during their time interacting with older adults and 
talking about access to sexual health care, no respondents expressed knowledge of these medical 
services that were available to them. Medical care can not improve the health of seniors if they 
are unaware of what services they are eligible for so they can utilize available healthcare 
services. Medicare could improve the marketing of these sexual health services to the older adult 
population. Connecting patients to services can reduce sexual health problems and STI/HIV rates 
in the 65 and older population, increasing overall health and quality of life. 
Risk Factors 
 Sexual behaviors can be a method of transmission between people that can spread 
pathogens, like sexually transmitted infections and the Human Immunodeficiency Virus (HIV). 
Prevention of infections can be achieved with the use of barrier methods, like male and insertive 
condoms, abstinence, and testing before sexual behaviors are initiated.  Also, testing and 
treatment of existing infections can reduce the spread of these pathogens. As condom use and 
testing are the most effective methods of prevention, the data illustrates that older adults are at 
elevated sexual health risks due to low rates of condom use and testing. Additionally, if they do 
not know of the risks, and their doctors do not encourage testing or ask about sexual health, 
many older adults may be unknowingly infected and spreading infections to sex partners.  
In this research, condom rates for vaginal sex were 7.4%, anal sex 3.8%, and oral sex was 
1%. Many older people may be in monogamous, long-term relationships where they are fluid-
bonded, not using condoms, and not worried about contracting an STI. But, as seen in the 




to take into account that not all older adults are at risk, but risk awareness needs to be instilled in 
the target population due to low self-perceived levels of risk.  
 Other risk factors for sexual health include drug and alcohol use during the last sexual 
encounter. 13% of the sample stated they had use drugs and alcohol during their last encounter. It 
is unclear as to whether participants had factored in marijuana use since it is not an illegal drug 
in Nevada. Rates of cannabis use were also very high (24.4%) and correlated to a 17% lower 
likelihood of having sex within the last four weeks. In previous research, cannabis use in MSM 
populations, which are also considered a high-risk group, was not significantly related to an 
increase in STI rates and lower condom use when compared to none-users or users of other drugs 
(Gorbach & et al., 2019). There is conflicting research about whether marijuana is related to 
riskier sex or not, but more research is needed in the future. The relationship between cannabis 
use and older adult sexuality has not been investigated in the scientific literature to date. Previous 
cannabis use and older adult behavior was research by Han and Palamar (2018), who utilized a 
large sample size (N= 17,670), and only 2.9% of people 65 and older reported currently using 
marijuana. When compared to the 24.4% of the sample who reported recent marijuana use, 
Nevada’s numbers are significantly higher (nearly ten times higher) than the previous national-
level research. More research needs to be done about the rates of cannabis use and sexual 
behaviors in older adult populations, especially as access to medical and recreational marijuana 
is becoming more available across the nation.  
 Other risk factors were examined in the research lifetime rates of STI infections (28.5%), 
and HIV testing (31.1%) were higher than the researcher anticipated. IV drug use was very low 
in the sample population. Some participants had four or more sex partners in the past 12 months 




work is also considered a risk factor, with 17.3% of respondents reporting they had paid or been 
paid for sex. It is important to note that sex work does not always involve sex. Some older adults 
may enjoy spending time with sex workers to help meet their intimacy or social needs. The risk 
factors are present, but the self-reported risk is low, which continues to illustrate the need for 
health prevention programs targeted toward older adults and sexual health.  
Research Question # 3: What is the self-reported knowledge, skills, and attitudes focused on 
sexual health in the 65 and older adults living in Southern Nevada? 
 Respondents were asked three questions to assess HIV knowledge. The overwhelming 
majority of the sample answered the HIV knowledge questions correctly, illustrating knowledge 
of the risk and prevention measure related to HIV infection. The researcher was unsure how high 
the knowledge skills would score, but 98% of respondents got this correct. Also, HIV testing was 
much higher than the rates in previous studies (Schick & et al., 2010; Oraka, Mason & Xia, 
2018). The lifetime testing rates are broken down by gender. Still, the overall average indicated 
that 31% had been tested, which is much higher than other studies on similar populations (14-
28.1% and 17%, respectfully (Schick & et al., 2010; Oraka, Mason & Xia, 2018). It is possible 
that testing is higher in this 65 and older generation because the HIV epidemic began when many 
of them 30 to 40 years old, and they lived through a time when they were concerned as to how to 
prevent the emerging virus. They may have sought out testing to learn what their HIV status was. 
Also, those back on the dating scene may want to know the status of a prospective partner. 
Another factor related to the high testing rates is the fact that many may have lost friends and 
family during this 30-year long HIV/AIDS epidemic.  
 Self-perception of risk was also examined in a three-part question. Self-assessment of the 




in the data set. Levels of self-reported risks were low in the majority of the respondents, but there 
were several who expressed moderate to great self-perception of these sexual health risks. Due to 
the method of data collection, it is unclear what exact risk behaviors they perceived as putting 
them at risk, but other known risk factors were collected and analyzed in the data. More 
qualitative research in this area would be beneficial in gaining an understanding of the self-
perception of the risk of older adults. Many seniors were engaging in risky behaviors but did not 
perceive their sexual health at risk.  
 Self-reported condom use was reported to be very low in most recent oral, vaginal and 
anal sex. Since pregnancy is not a concern, many have not used condoms during recent sexual 
behaviors or have ever used condoms. Even though condoms are one of the most effective 
methods of prevention of STIs and HIV infections, it was not a priority to the research 
population. During data collection, the researcher had free condoms and lubricants available for 
participants to take home. The free lubricant was a much more popular take-home item than the 
free condoms. Lubricant use was also very high in the sexual behavior inventory of the sample; 
for example, 24.4% of the respondents used lubricant in the past four weeks. Some people even 
verbally remarked about how “Us old people do not need those anymore” when they still may be 
at risk that they could prevent through condom use. The data and interactions further illustrate 
the low perception of risk by the majority of older adults sampled.            
 Respondents were asked about what sexuality education topics they would be interested 
in learning in the future. The least popular topics were safer sex and STI prevention topics. Most 
of the respondents wanted to learn about aging bodies, sexuality and disability, and dating and 
older adults. The results are in Table 11. Upon talking to an instructor at UNLV OLLI and the 




to intimate relationships and aging. A class of this type would have the most success if presented 
by someone in the older adult community who could take on the role as a peer-educator. Other 
programs have utilized this model of peer-to-peer sex education in other areas with high 
concentrations of older adult populations, like Florida’s Senior HIV Intervention Project (SHIP).  
Technology, Survey Sampling, and Older Adults 
A total of 42 paper surveys were completed, which is 17.9% of those who have 
completed the survey. The majority (82.1%) were able to successfully navigate the digital survey 
tool, via tablet use or home computer.  The use of tables was higher than the researcher 
anticipated, which illustrates that as technology becomes more commonplace in society, public 
health researchers will face fewer barriers to older adults using these types of touchscreen survey 
deployment tools and technology. 
 Some people were very comfortable sitting down with a tablet and selecting their 
answers with their fingers on the touchpads. When the researcher offered assistance in utilizing 
the tablets, some respondents stated, “I don’t need any help. My grandchild taught me how to use 
these kinds of things.” This respondent's statement is an excellent example of cross-generational 
learning and sharing that is occurring with the rapid development of these types of technologies. 
Some potential survey respondents asked if they could take it at home in the privacy of 
their own space; subsequently, the researcher prepared paper flyers and business cards with the 
survey’s website to facilitate at-home survey completion, as well as word-of-mouth sharing of 
the survey website. Some people were very reluctant to use the technology, preferring the paper 





 Conceptual Frameworks Explored in the Research 
Socio-Ecological Model 
The socio-ecological model is a behavior change model used to examine and understand 
the potential barriers to sexual health for older adults. Specific data from the survey illustrated 
the effects of the intrapersonal, interpersonal, community, institutional, and policy influences on 
older adults’ sexuality. This is illustrated in Figure 3.  
Intrapersonal 
Sexuality is a deeply intrapersonal experience, with varied attitudes, knowledge, skills, 
and perceptions across all walks of life. Feelings of desire (or lack thereof), self-efficacy, self-
esteem, and body-image are part of the intrapersonal experience. Self-pleasuring, use of sex toys 
and pornography was reported in the target population. These solo sexual experiences are 
sometimes all an older person has access to, especially after the loss of a partner. Mental health 
is also an influence on intrapersonal behavior. 
Interpersonal 
Sex behaviors are often a social activity, and these interpersonal interactions may impact 
people’s behaviors due to influences from friends, family, relationships, the culture of origin. 
This social support can influence values on topics like parenthood, health, and social wellbeing. 
The influence of household income also affects the interpersonal level. Issues related to lack of 
privacy, living with family, caretakers, or roommates, or low social interaction may also lead to 






People are affected by the societal beliefs and expectations of their culture. Sometimes it 
may be religious influences or media influences. The neighborhood and surrounding community 
also have an impact. In this research, the older adults were asked about their residential living 
situation. The majority (66%) live in a house, 9.3% in an apartment. Only 15% reported living in 
a 55+ Active Adult Community. 3.5% reported living with family, 1.6% live with a non-
romantic friend. As a society, older adults' relationships and sexuality are not talked about or 
celebrated very much. Just recently, shows like Grace and Frankie (Netflix, 2016) have been 
showing older adults sexuality in a normalizing light. There is a lot of ageism and stigma related 
to sexuality in the US Seniors are going to be a larger part of the community as the population 
grows over the next several decades. This may allow older adults to be given more respect and 
not feel like invisible members of our society.  
Institutional  
Health care workers and doctors need to be more comfortable with these topics as well. 
The respondent reported that only 31% of health care providers brought up topics related to 
aging and sexual health to their patients. Though many were embarrassed even to discuss this 
topic with their doctor, the majority, 61%, reported being comfortable talking to their doctor 
about this subject. Healthcare providers need to address sexual health and wellness with their 
patients to encourage healthy sexuality or even sexual health enhancements, like erectile 
dysfunction medication or hormone replacement therapies that may restore or improve sexual 
functioning.   Only 17% of the participants reported hormone replacement therapies, and 20% 




comfortable asking their patients about sexual health topics, it is possible that more people would 
access these medical interventions that may improve quality of life and extend sexual 
functioning into the 80s and beyond. As mentioned previously, STI and HIV testing are also 
covered by Medicare, but many older adults are unaware that they can access these health 
services. With the rising rates of STIs, accessing these services needs to be encouraged by public 
health and medical professionals.  Bridging that gap between older adults and health care 
professionals can improve health communication and sexual health outcomes. 
Policy 
 Medicare’s policy of providing sexual health care is supportive of older adults’ sexual 
health. Some policies and best practices in the health care setting may need to change to ensure 
that health care providers ask their older patients more about sexual health. Also, more health 
care policies to support health education in this unique population need to be developed and 
supported through funding.  In assisted living and memory care facilities, sexual relationships 
can also occur. Many healthcare providers are often uncomfortable about sexuality and older 
adults and try to ignore or interfere with seniors' sexual behaviors. Training needs to be available 
to increase knowledge, skills, and attitudes in the people who work in gerontology, healthcare, 
and senior recreation. This research can help add to the knowledge around behaviors and other 
factors that are important to the overall quality of life for older people. Older adults deserve to be 




 Figure 3. Model of the Conceptualization of the Influence of the Social Ecological Model of Older Adult Sexual Health  
  
Policy 




Healthcare providers, senior educational 







Relationships, friends, family, 













Theory of Gender and Power 
 The second theoretical construct used in the development and analysis of this research 
study is the Theory of Gender and Power (Wingood & DiClemente, 2000). Gender differences 
related to sexual health were notable in the data. The sexual division of labor, sexual division of 
power, and cathexis (social norms and affective attachments) are present in the data. The 
socioeconomic factors, behavioral risk factors, and personal risk factors are illustrated in the 
results and table 17.  
In terms of mental health, women were more likely to be on anti-depressants (2.5 times 
higher reported rates) and anti-anxiety medication (use was four times higher than men). 
Physical and social exposures can lead to poor mental health outcomes for women compared to 
men.  
The sexual division of power can be seen in the attitudes women had related to initiating 
sex with a partner. Women were less likely to report often or very often initiating sexual activity 
with their partner (n= 12) compared to men (n=29). People who reported not at all initiating sex 
with a partner was four times higher in women than men (n=23; n=8). The cathexis may also 
instill those gender roles from the culture of origin, impacting self-efficacy, and bodily 
autonomy. When asked about pleasure and arousal, 5.9% reported almost never or never 
becoming aroused (with women reported it twice as often as male respondents).   
 Due to anatomical differences, thinning vaginal tissues, and the effects of hormonal 
reduction from aging, older women are more susceptible to HIV or STI infection than younger 
women or men. When asked about lifetime HIV testing, only 29% of women and 46% of male 




At an institutional level, there is a sexual division of power that may influence how 
healthcare professionals treat their patients. Only 23% of women and 32% of men reported their 
doctor talking to them about sexual health, STIs, or sexual dysfunction. Though this is low in 
both genders, it is 9% lower for women. 
As noted in the literature review, it has been reported that doctors do not talk to their 
older patients about sexual health as often, or at all, when compared to asking their younger 
patients (Lindeau & et al., 2010). These results were replicated in this study’s results. When 
asked if the respondent’s doctor has ever talked to them about their sexual health, 31% said yes, 
62.3% said no, and 6.8% of them reported not being able to remember. A significant difference 




Table 17. Influence of the Theory of Gender and Power on Sexual Health of Women 65 and Older 







































































































Almost always or always 54.46% 
 
52 63.40% 70 49.30% 
 
0.579 
Most times (more than half the 
time) 12.50% 
 
11 13.40% 17 12% 
 
0.008 
Sometimes (about half the 
time) 6.70% 
 
7 8.50% 8 5.60% 
 
<.001 
A few times (less than half the 
time) 6.25% 
 
5 6.10% 9 6.30% 
 
<.001 
Almost never or never 20% 
 





One of the first limitations of this exploratory research was that the survey tool was made 
from other survey tools with a broad scope of data collected. The broadness of the questions 
allowed the researcher to gain essential and relevant exploratory information about the topic in 
this target population, but it also could have been narrowed down to more specific issues in 
sexual health. The exploratory nature of this research does allow the researcher to see what areas 
need more research focus with a more concise survey tool.  In the future, a shorter, more focused 
survey may yield more reliable results.  
 The second limitation noted in this research is the length of the survey. Fifty questions is 
a long survey, and survey fatigue was noticed while looking at the results. More people started 
the survey than finished the survey, indicating fatigue or disinterest, with 234 starting it and 202 
completing it, which is an 86.3% completion rate with a 13.7% rate of attrition, not counting the 




Another limitation noted by the researcher is the difficulty of recruitment and 
coordinating access to the target population. Permission to recruit and administer the survey was 
given by the City of Las Vegas for all the Las Vegas Senior Centers. Of the five centers, only 
two responded to the researcher's efforts to communicate and plan survey collection. A third 
center was used after the researcher was invited to survey a Red Hat Ladies Society Meeting that 
met there monthly. Multiple emails were not responded to, and phone calls were not returned 
from several facilities over four months. The communication difficulties were not only 
frustrating for the researcher’s recruitment strategy but also limited access to a more extensive 
and more diverse demographic of older adults. In the future, stronger relationships with senior-
serving organizations, having a longer data collection cycle, and more locations would help 
improve this recruitment limitation.  
The sample size for this research was adequate but was smaller than desired. Due to the 
small sample size, certain p-value > 0.05 but < 0.1 are only moderately significant but could 
become more statistically significant in a larger sample size. Also, overestimated odds ratios are 
possible in the research due to the small sample size (Nemes & et al., 2009). In the future, 
obtaining a larger sample size will help address these issues related to statistical significance, p-
values, and overestimated odds ratios.  
The racial and ethnic backgrounds collected in the data were not fully representative of 
the total older adult population in Southern Nevada. The demographics indicated that most 
participants self-identified as Caucasian/White (84%). The number of Latinos and Asians who 
completed the survey were each less than 3% of the sample. Currently, in Clark Country, Latinos 
account for over 30% of the population (Census, 2019). This limitation is due to difficulty 




frequently as other ethnic groups. They are more likely to stay home or be with family than go 
out to a city-run senior center or educational center.  
Also, the common conservative perspectives related to sexuality in the Latino and Asian 
cultures may have made the research uncomfortable to complete for many people. Some people 
remarked as to how this was a “private matter” that should not be made public. The language 
barrier is also an issue that complicated the recruitment of older Latino participants, as many of 
them were not comfortable reading in English. A Spanish-speaking research assistant was 
available for translation and survey assistance, but their skills were never requested. Even with 
access to this, it did not fix the issue. In the future, engaging community stakeholders in Latino 
and Asian senior-serving organizations involved in sharing information about recruitment would 
lead to better success in reaching these demographic areas of the population.  
Three of the in-person survey distribution respondent groups included the Red Hat Ladies 
Society. The Red Hat Ladies are a group of older women (50 and older) who engage in social 
outings and community service. This influx of surveys from these groups caused an 
oversampling of women, causing an imbalance of survey responses from men and women. The 
higher number of surveys from women also illustrates that in the 65 and older age range, there 
are more women alive than men, as women have longer average lifespans.  
As of this date, no research study of this kind has been conducted in Nevada. Because of 
a lack of prior research to guide the current sexuality study, this exploratory study is not 
randomized and is limited to the geographical area of Southern Nevada. This study is a snowball 
method convenience sample, using participants from active retirement communities and the 




Nevada’s data may be able to capture some of the behaviors, knowledge, attitudes, and skills of 
this older adult population that may reflect national trends.  
Also, due to the sensitive nature of the topic of sexuality and sexual health, participants 
who are willing to take the survey may already be more open to talking about sexuality, and this 
may bias their responses. Potential participants who are uncomfortable with the topic are less 
likely to participate in the survey or express bias due to the possible perceived expectation of 
socially desirable answers. Some participants may also skip questions that they do not want to or 
cannot answer. This impact could be seen in Tables 6 and 8, where there was under-reporting of 
common sexual behaviors like kissing.  Because this is a self-reported convenience sample 
survey, there is no randomization or way to assure that the answers will be completely truthful, 
with under or over-reporting, or not impacted by recall bias. Since the age of the participants is 
65 and older, some participants may struggle with temporal memory recall; therefore, the 
intervals of recollection are four weeks, last year, or lifetime experiences were used to improve 
recall bias.  
 Future Recommendations 
 As noted in the research findings and the literature review, very little research has been 
done about aging and sexuality, especially with a focus on sexual health. In the future, more 
research needs to be done about the diversity of older adults' sexual behaviors and their attitude, 
knowledge, and skills related to sexual health. The development of an evidence-based HIV/STD 
prevention programs specifically designed for the older adult population is needed. A health 
education prevention program would help reduce the ever-rising STI rates in this growing 




these issues to senior service providers like healthcare professionals, recreation program 
managers, and residential living assistants. Also, the creation of a senior social program could 
help increase social interaction and encourage new friends and relationships for those who may 
be interested.  
 More research into older adult sexuality and cannabis use would also be insightful. Now 
that legalization is becoming more common, and public health researchers need to do more 
research on the cannabis use and senior populations, for both medical and recreational reasons, 
especially in states like Nevada. Federal restrictions still apply to most types of cannabis 
research. Still, survey data can help us understand the behavioral risk factors and perceived 
benefits associated with use in the older adult population.  
 Another recommendation for this research going forward would be to do more qualitative 
research and focus groups in Latino and Asian populations to identify the barriers to surveying 
and talking about sexual health. Research like this could also help identify better survey 
deployment strategies in the future and create a network of community stakeholders to help 
researchers access these populations.  
 Another future recommendation would be to conduct research in coordination with the 
older adult residential communities. Las Vegas has hundreds of communities, trailer parks, 
apartments, and homes that are for people 55 years of age and older. Targeting these locations 
will most likely get a larger sample size. Also, it would be advised to lower the age of 
participants to 55 and older to catch a larger group of residents in those areas. Partnering with 
Nevada HAND and other large senior living communities would be a great next step to this 





Emerging data illustrates the diverse sexual behaviors, along with the risk and protective 
factors, for older adults in Nevada. Although Las Vegas is known as Sin City, little was known 
about the intimate lives of older adults in the region. With this novel exploratory data, it is clear 
that health education programs designed for older adults and health care providers need to 
improve the quality of life and sexual health outcomes for the 65 and older Southern Nevada 
population. Also, public health educators and healthcare workers need to be aware of the wide 
range of sexual behaviors common in older adults and learn not to assume that they are asexual 
or celibate due to age. As the population of older adults grows, programs need to be developed to 
specifically target the individual needs and unique sexual health concerns in this population. 
There are many more opportunities for research in the field of sexuality and aging research that 





















INFORMED CONSENT  
Department of Environmental and Occupational Health 
    
TITLE OF STUDY: Seniors and Sexual Health: A Profile of Sexual Behaviors and 
Perceptions of Sexual Risk in Southern Nevada's older adult population 
INVESTIGATOR(S): Marya Shegog, Ph.D. MPH, Amanda Morgan, Ph.Dc, MPH 
For questions or concerns about the study, you may contact Amanda Morgan at 702-286-7977.   
For questions regarding the rights of research subjects, any complaints or comments regarding 
the manner in which the study is being conducted, contact the UNLV Office of Research 
Integrity – Human Subjects at 702-895-2794, toll-free at 888-581-2794 or via email at 
IRB@unlv.edu. 
    
Purpose of the Study 
You are invited to participate in a research study.  The purpose of this study is to explore the 
sexual behaviors of older adults in Southern Nevada and identify the protective factors and risk 
factors around sexual health, sexual health education needs for people 65 years of age and older. 
 
Participants 
You are being asked to participate in the study because you fit this criterion: You must be 65 
years of age or older and live in Southern Nevada (Clark County, Nevada). 
 
Procedures  
If you volunteer to participate in this study, you will be asked to do the following: Complete an 
online or paper survey related to sexual health and behavior.    
 
Benefits of Participation  
There may not be direct benefits to you as a participant in this study.  However, we will gain 





Risks of Participation  
There are risks involved in all research studies. This study may include only minimal risks. Due 
to the intimate nature of the research questions, some of the participants may feel uncomfortable 
sharing sensitive information. This is anonymous, confidential research, and none of the 
sensitive information shared will be linked to personally-identifying information. Questions 
related to medical and sexual health issues will be asked. Participants can skip questions that 
they do not want to answer and exit the survey at any time.    
Cost /Compensation  
There is no financial cost to you to participate in this study.  The study will take 30 minutes of 
your time.  You will not be compensated for your time.    
 
Confidentiality  
All information gathered in this study will be kept as confidential as possible.  No reference will 
be made in written or oral materials that could link you to this study.  All records will be stored 
in a locked facility at UNLV for seven years after completion of the study.  After the storage 
time, the information gathered will be deleted.  
 
Voluntary Participation  
Your participation in this study is voluntary. You may refuse to participate in this study or in any 
part of this study.  You may withdraw at any time without prejudice to your relations with 
UNLV. You are encouraged to ask questions about this study at the beginning or at any time 
during the research study.  
 
Participant Consent:  
I have read the above information and agree to participate in this study.  I have been able to ask 
questions about the research study.  I am at least 18 years of age.  A copy of this form has been 
given to me. 
 
 
 By selecting this box, I agree to participate in the survey research.  




Q2 What is your current age?___________________________________________ 
 
Q3 Please provide your Southern Nevada zip code: __________________________ 
 
Q4 What is the highest level of school you have completed or the highest degree you have 
received?  
o Less than high school diploma     
o High school graduate (or equivalent including GED)     
o Some college but no degree     
o Associate degree in college (2-year)     
o Bachelor's degree in college (4-year)     
o Master's degree     
o Doctoral degree     
o Professional degree (J.D., MD)     
o Trade School     
 
Q5 Choose one or more ethnicities/races that you consider yourself to be: 
▢ White     
▢ Latino/Hispanic     
▢ Black or African American     
▢ American Indian or Alaska Native     




▢ Native Hawaiian or Pacific Islander     
▢ Other    ________________________________________________ 
Q6 What is your sex? 
o Male     
o Female     
o Prefer not to answer     
 
Q7 Do you consider yourself to be transgender?  
o No      
o Yes, Transgender, male-to-female      
o Yes, Transgender, female to male      
o Yes, gender-nonconforming or gender-fluid     
 
Q8 Marital Status: Are you... 
o Married     
o Divorced     
o Widowed     
o Separated     
o Never Married     
o In a civil union or registered domestic partnership     





Q9 Please indicate the answer that includes your estimated household income in (previous year) 
before taxes. 
o Less than $29,999     
o $30,000 to $49,999     
o $50,000 to $69,999     
o $70,000 to $89,999     
o $90,000 or 119,000     
o $120,000 or more     
o Prefer not to answer     
 
Q10 What is your religious preference?  
o None     
o Protestant     
o Catholic     
o Lutheran     
o Christian     
o Jewish     
o Buddhism     
o Hinduism     
o Muslim     
o Orthodox-Christian     




o Inter-nondenominational     
o Pagan     
o Wiccan     
o Other    ________________________________________________ 
 
Q11 What type of residential living situation are you in? (Select all that apply) 
▢ I live in a house.     
▢ I live in an apartment.     
▢ I live in a 55+ Active Adult Community.     
▢ I live with a friend (a non-romantic partner).     
▢ I live with my family/children.     
▢ Other    ________________________________________________ 
 
Q12  Which of the following best describes your current relationship situation?     
o I am not in a steady relationship right now     
o I am in a steady relationship with a woman, and we live together     
o I am in a steady relationship with a man, and we live together     
o I am in a steady relationship with a woman, and we do not live together     
o I am in a steady relationship with a man, and we do not live together     
o I am in a steady relationship with multiple people     




Q13 Which of the following best describes your sexual orientation? 
o Heterosexual (straight)     
o Homosexual male (gay)     
o Homosexual female (lesbian)     
o Bisexual     
o Prefer not to say     
Q14 In the past month, have you engaged in sexual intercourse? 
o Yes     
o No     
 
Q15 How many sex partners have you had in the last 12 months? 
o No partners     
o 1 partner     
o 2 partners     
o 3 partners     
o 4 partners     
o 5-10 partners     
o 11-20 partners     
o 21-100 partners     







Q16 Have your sex partners in the last 12 months been… 
o Exclusively male     
o Both male and female     
o Exclusively female     
o I have not had a sex partner in the last 12 months     
Q17 Sexual Behavior 
Inventory (Reporting 
Lifetime and past 4 weeks) 
Lifetime (Ever done)   Within the past 4 weeks   
Kissing  ▢  ▢  
Masturbation/Self-pleasure   ▢  ▢  
Give sexual stimulation to 
someone with a hand    ▢  ▢  
Receive sexual stimulation 
from someone by hand    ▢  ▢  
Oral Sex (Giving)    ▢  ▢  
Oral Sex (Receiving)    ▢  ▢  
Penis-Vagina intercourse    ▢  ▢  
Penis-Anal intercourse   ▢  ▢  
Oral-anal sex (giving)  ▢  ▢  




Using sex toys (vibrators, 
dildos, masturbation sleeves)  ▢  ▢  
Used lubrication during 
sexual stimulation (alone or 
with a partner)  
▢  ▢  
Sending/receiving digital 
nude/semi-nude photos   ▢  ▢  
Watching sexually explicit 
videos/DVDs  ▢  ▢  
Watching sexually explicit 
webcams  ▢  ▢  
Wearing sexy 
lingerie/underwear ▢  ▢  
Public sex (Exhibitionism)  ▢  ▢  
Role-playing    ▢  ▢  
Tying/being tied up   ▢  ▢  
Spanking    ▢  ▢  
Playful whipping and/or 
flogging  ▢  ▢  
Having engaged in 
threesomes   ▢  ▢  
Group sex   ▢  ▢  





Q18 Are you currently enrolled in Medicare?  
o Yes     




Q19 Do you feel comfortable talking to your doctor about your sexual health care (Ex. sexually 
transmitted infections, STD/HIV testing, sexual dysfunction)? 
o Almost always or always     
o Most times (more than half the time)     
o Sometimes (about half the time)     
o A few times (less than half the time)     
o Almost never or never     
 
Q20 Has your doctor ever talked to you about your sexual health (Ex. sexually transmitted 
infections, HIV/STD testing, sexual dysfunction) without you bring it up with them? 
o Yes     
o No     





Q21 During the past month, other than your regular job, did you participate in any physical 
activities or exercises such as running, calisthenics, dancing, golf, gardening, or walking for 
exercise? 
o Yes     





Q22 Do you have any condition that substantially limits one or more basic physical activities 
such as walking, climbing stairs, reaching, lifting, or carrying? 
o Yes     
o No     
Q23 Do you regularly use a walker, walking cane or wheelchair to assist in your physical 
mobility? 
o Yes     
o No     
Q24   
I have had the following health conditions 
(Select all that apply)   
Had a heart attack, also called a myocardial 
infarction?    ▢  
Angina or coronary heart disease?    ▢  
Hypertension/High Blood Pressure    ▢  
Stroke    ▢  
Asthma    ▢  
COPD, emphysema or chronic bronchitis    ▢  
Rheumatoid arthritis, gout, lupus or 
fibromyalgia    ▢  
Kidney disease    ▢  




HIV/AIDS    ▢  
Depression    ▢  
Anxiety    ▢  
I have not had any of the health conditions 
listed    ▢  
 
 
Q25 Have you ever been diagnosed with cancer of any type? 
o Yes     
o No     
Q26 What type of cancer have you had? 
(check all that apply) 
Have been diagnosed with:   
Breast cancer    ▢  
Cervical cancer (cancer of the cervix)    ▢  
Skin Cancer    ▢  
Endometrial cancer (cancer of the uterus)    ▢  
Ovarian cancer (cancer of the ovary)    ▢  




Oral Cancer    ▢  
Brain Cancer    ▢  
Bone Cancer    ▢  
Neuroblastoma    ▢  
Testicular Cancer    ▢  
Thoracic Cancer    ▢  
Heart Cancer    ▢  
Lung Cancer    ▢  
Urinary Cancer    ▢  
Bladder Cancer    ▢  
Renal (kidney) Cancer    ▢  
Pharyngeal (throat) cancer    ▢  
Thyroid Cancer    ▢  




Rectal Cancer    ▢  
Colon (intestine) cancer    ▢  
Stomach Cancer    ▢  
Prostate Cancer    ▢  
Gastrointestinal Cancer   ▢  
Pancreatic (pancreas) cancer   ▢  
Esophageal (esophagus) cancer  ▢  
Leukemia (blood) cancer  ▢  
Leukemia/Lymphoma (lymph nodes and bone 
marrow)  ▢  
Hodgkin's Lymphoma  ▢  
Non-Hodgkin's Lymphoma  ▢  
Other type of cancer   ▢  
Q27 In the past 30 days, have you used marijuana/CBD (cannabis)? 
o Yes     
o No     




o For medical reasons (to treat or decrease symptoms of a health condition)     
o For non-medical reasons (to have fun or fit in)     
o For both medical and nonmedical reasons.    
Q29  
 
 Select an answer 
 Yes   No   
In the past year, have you had 
any hormone replacement 
therapy?    
o  o  
In the past year, have you or 
your partner used erectile 
dysfunction medication, like 
Viagra or Cialis?    
o  o  
In the past year, have you had 
any anti-depressant 
medication?    
o  o  
In the past year, have you had 
any anti-anxiety medication?    o  o  
In the past year, have you 
been on injectable prescription 
medication (ex. insulin)?    o  o  
In the past year, have you 
been on injectable illegal 
recreational drugs (ex. 
heroin)?    
o  o  
In the past year, have you 
been on other illegal 




LSD)?    






Q30 At any time in your life have you ever been diagnosed with a sexually transmitted infection? 
(Ex. chlamydia, genital warts, genital herpes, gonorrhea, hepatitis B & C, syphilis and HIV) 
o Yes     
o No     
o  
Q31 Over the past 4 weeks, how would you rate your level of sexual desire or interest (how 
many times did you think about it)? 
o 0     
o 1-10 times     
o 11-30 times     
o 31-100 times     
o 100 or more times     
 
Q32 Over the last 4 weeks, in general, how often have you taken part in sexual activity with 
vaginal penetration? 
o I did not take part in this sexual activity     
o Once/Twice     
o 3-4 times     
o 5-8 times     
o 9-12 times     
o 12-16 times     










Q33 Over the last 4 weeks, in general, how often have you taken part in sexual activity with anal 
penetration? 
o I did not take part in this sexual activity     
o Once/Twice     
o 3-4 times     
o 5-8 times     
o 9-12 times     
o 12-16 times     
o >16 times     
 
Q34 Over the last 4 weeks, in general, how much did you enjoy sexual activity without vaginal 
or anal penetration (stimulation with hands, heavy petting or oral sex)? 
o I did not take part in this type of sexual activity     
o Not enjoyable     
o Slightly Enjoyable     
o Moderately enjoyable     





Q35 Over the past 4 weeks, how OFTEN did you about become sexually aroused (swollen, erect, 
or lubricated) during sexual activity or intercourse? 
o No sexual activity      
o Almost always or always     
o Most times (more than half the time)     
o Sometimes (about half the time)     
o A few times (less than half the time)     
o Almost never or never     
Q36 Over the past 4 weeks, how satisfied were you with your ability to reach orgasm (climax) 
during sexual activity (including masturbation) or intercourse?  
o No Sexual Activity     
o Very satisfied     
o Moderately satisfied     
o About equally satisfied and dissatisfied     
o Moderately dissatisfied     














Q37 Over the past 4 weeks, how satisfied have you been with the amount of emotional closeness 
during sexual activity between you and your partner(s)?  
o No Sexual Activity     
o Very satisfied     
o Moderately satisfied     
o About equally satisfied and dissatisfied     
o Moderately dissatisfied     
o Very dissatisfied     
Q38 Over the last 4 weeks, how often have you initiated sexual activity with your partner?  
o Not at all     
o Rarely     
o Sometimes     
o Often     
o Very Often     
o No partner currently     
Q39 Over the past 4 weeks, how satisfied have you been with your sexual relationship with your 
partner(s)?  
o No Current Partner     
o Very Satisfied     
o Moderately satisfied     
o Neither satisfied nor dissatisfied     
o Moderately dissatisfied     





Q40 Over the last 4 weeks, did you feel good about yourself when you were sexually active 
(including masturbation)? 
o I did not take part in sexual activity     
o Not at all     
o Slightly     
o Moderately     
o Very     
Q41 In general, how important is being able to have an enjoyable sex life to you? 
o Not at all     
o Slightly     
o Moderately     
o Very     
 
 
Q42 Over the last 4 weeks, how often have you been worried or anxious about pain during 
sexual activity? 
o I did not take part in sexual activity     
o I did not take part in sexual activity because of being worried or anxious about pain     
o Not at all     
o Sometimes     
o Often     












Q43 Over the past 4 weeks, how often did you experience discomfort or pain during or following 
sexual penetration?  
o I did not take part in sexual activity     
o Almost always or always      
o Most times (more than half the time)      
o Sometimes (about half the time)      
o A few times (less than half the time)      
o Almost never or never      
 
Q44 How often do you have painful orgasms? 
o Not at all     
o Rarely     
o Sometimes     
o Often     
o Very Often     
Q45 Did you drink alcohol or use drugs before you had sexual intercourse the last time?  
o Yes     





Q46 Have you ever been tested for HIV/AIDS? Do not count tests you may have had as part of a 
blood donation. Include oral test (where they take a swab from your mouth). 
o Yes     
o No     
 
 
Q47 During your last sexual encounter did you use a condom during: 
 
I did not take part in 
this type of sexual 
activity   
Used a condom   Did not use a condom   
Oral Sex    o  o  o  
Vaginal Sex    o  o  o  
Anal Sex    o  o  o  
 
Q48 Have you ever had sex with a person you paid or who paid you for sex? 
o Yes    





Q49    












People reduce their 
chance of getting the 
HIV/AIDS virus by 
using a condom every 
time they have sex. 
    
You can get 
HIV/AIDS from 
sharing needles (ex. 
insulin, heroin)  
   
o  o  o  
You can tell whether 
your partner has HIV 
or a STD by 










No risk at 
all   
Small   Moderate   Great   Don't Know   
How much risk 
do you think 
you have for 
getting infected 
with an STD?    
o  o  o  o  o  
How much risk 
do you think 
you have for 
getting infected 
with HIV?    
o  o  o  o  o  
How much risk 





HIV?    
o  o  o  o  o  
 




 Interested   Not Interested   
Safer Sex (Condoms and 
barrier methods)   ▢  ▢  
Sexual Function, Aging 
Bodies and Sexuality    ▢  ▢  
Sexual Communication    ▢  ▢  
STI Prevention and Education    ▢  ▢  
Pleasure Products (Sex toys 
and accessories)   ▢  ▢  
Dating and Older Adults    ▢  ▢  





APPENDIX C. SURVEY INSTRUMENT DEVELOPMENT TABLE 
Adapted Survey Key: 
BRFSS = Behavioral Risk Factor Surveillance Survey (CDC, 2018) 
GSS= General Social Survey (Smith et al., 2018) 
FSFI= Female Sexual Functioning Index (Rosen & et al., 2000) 
CSFQ= Changes in Sexual Functioning Questionnaire (Clayton, McGarvey & Clavet, 1997) 
SDAS= Sexual Diversity in America Survey (Herbenick et al., 2007) 
VOICES/VOCES 
Theoretical Models Framework Key: 
SEM= Social Ecological Model (Bronfenbrenner, 1994; 2000) 
TGAP= The Theory of Gender and Power (Connell, 1987; Wingood & DiClemente, 2000). 
**= Researcher original questions 
Section 
Question # 

















 2 Location  Zip code  **   SEM IV 
 3 Education  Ordinal (8)  GSS   SEM IV 
 4 Ethnicity/Race  Nominal (7)  GSS   SEM IV 
 5 
Sex 
 Nominal (3)  GSS 





 Nominal (4)  BRFSS 





 Nominal (7)  BRFSS 





 Interval (7)  GSS 





 Nominal (15)  GSS 






 Nominal (4)  ** 





Status  Nominal (7)  GSS 











 Nominal (5)  BRFSS 




Sex in past 
month  Binomial  BRFSS 






months)  Ordinal (10)  GSS 










 Nominal (7)  GSS 






(Lifetime and 4 














Talk to Doctor 
about Sex 





about sex  Binominal  ** SEM 
DV 




Activity   Binomial  BRFSS 





Assistance   Binomial  **  TGAP 
IV 
  Health  
23 
Health 
Conditions  Nominal (12)  BRFSS 






 Binomial  BRFSS 




Type of Cancer  
 Nominal (32)  BRFSS 





Use (30 days)  Binomial  BRFSS 





marijuana  Nominal (4)  BRFSS 





therapy  Binomial  BRFSS 













  Binomial  BRFSS 





  Binomial  ** 





prescription   Binomial  BRFSS 





Recreational   Binomial  ** 





recreational   Binomial  ** 
  SEM 
TGAP 
IV 
Sexual Health  
29 
Lifetime STI 
 Binomial  ** 







  Ordinal (4)   FSFI 
   TGAP 
SEM 
DV 
  31 
Frequency in 4 
weeks vaginal  Interval (7)   FSFI 




Frequency in 4 
weeks anal   Interval (7)   























Satisfaction   Ordinal (6)   FSFI 





Closeness   Ordinal (6)   FSFI 





  Ordinal (6)   FSFI 






relationship   Ordinal (5)   FSFI 




Feel good about 
self   Ordinal (5)   FSFI 

























Questions Type of  
Variable 
Validated 
 Survey Theory 
Independent 
Variable 
 44  
Rate discomfort 





penetration  Ordinal (6)  FSFI  TGAP SEM 
DV 
 46 Painful orgasm   Ordinal (5)   CSFQ  TGAP SEM DV 
HIV Risk  
 47 
Use drug or 
alcohol sex  Binomial  BRFSS  TGAP SEM 
DV 
 48 
Tested for HIV 
 Nominal (3)  BRFSS, GSS 













Anal Nominal (3) BRFSS TGAP 
DV 







  Nominal 





  Nominal 
(3)  GSS 





STD/HIV  Ordinal (5)  GSS 






 Ordinal (5) 
 VOICES/VOCE
S 





 Ordinal (5) 
 VOICES/VOCE
S 





HIV  Ordinal (5) 
 VOICES/VOCE
S 










barriers)  Binomial  ** 






bodies  Binomial  ** 






n  Binomial  ** 










and Education  Binomial  ** 









Older Adults  Binomial ** 





Disability  Binomial  ** 






APPENDIX D. DUMMY VARIABLE FOR MULTIVARIATE LOGISTIC REPRESSION 
ANALYSIS 
Dummy Variables` Recoded Levels  
Marital Status 1. Married (reference category) 
2. Previously married  
3. Never married  
4. In an unmarried couple 
Education 1 High School degree or less (Reference Category) 
2. Less than four years of college.  
3. Bachelors degree.  
4. Masters degree or higher  
Income 1. Less than 29,999 (Reference Category) 
2. 30,000-69,999  
3. 70,000-119,999  
4. 120,000 or more 
Religion 1. No religion (Reference Category) 
2. Has religion 
Sexual Orientation 1. Identifies as a Homosexual Male (Reference Category) 
2. Does not identify as a Homosexual Male 
Self-Reported HIV 
Risk 
1. No Risk Reported (Reference Category) 
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